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Senate File 2356

AN ACT
RELAT]NG TO THE HEÀLTH CARE INCLUDING TOWACARE PROGRAM

PROVISIONS AND THE CREATTON OF AN IOWA INSURJ\NCE INFORMÀTION
EXCHANGE TO PROMOTE TRANSPARENCY/ QUALITY, SEAMLESSNESS, AND
INFORMED CHOTCES RELATIVE TO HEALTH CARE COVERAGE.

BE IT ENACTED BY THE GENERAL ASSEMBLY OF THE STATE OF IOVùA:
DIVISION Ï

IOM\CARE PROCRAIJ AIJD OTHER HEALTII CARE OPTTO}iS
Section 1. Section 2A9J.1, Code 2009, j-s amended to read as

f ol-l-ows :

249J.7 Expansion popuJ-ation provider network.
L. a. Expansion population members shall only be eligible

to receive expansion population services through a provider
included in the expansion population provider network. Except
as otherwíse provided i-n this chapter, the expansion population
provider network shaLl be Iimited to a publicly owned acute
care teaching hospital located in a county with a population
over three hundred fifty thousand, the university of Iowa
hospitals and cl-inics,

and a reqional provider network util-izinq the
federall-y qual-ifi-ed health centers or federalLv qual-ified
health center look:al-ikes in the state, to provide primarv care
to members.

b. (1) the department shalL devel-op a plan to phase:in
the regional provider network bv determininq the most hiqhlv
underserved areas on a statewide and reqional basis, and
targetinq these areas for prioritization in impÌementinq the
reqional provider network. In developinq the phase:in pLan
the department shaLl- consul-t with the medicaL assistance
proiections and assessment counciL created in section 249J.20.
Anv plan devel-oped shall be approved by the council prior
to impLementation. The phase:in of the reqionai- provider
network shall be impl-emented in a manner that ensures that
proqram expenditures do not exceed budqet neutral-itv limits and
funded program capacitv, and that ensures compl-iance with the
eliqibilitv maintenance of effort requirements of the federat
American Recoverv and Reinvestment .A,ct of ?OO9 -

(2) Pavment shall onl-v be made to designated participatinq
primarv care providers for eliqibl-e primarv care services
orovi clecl t-o a member -

(3) The department shall adopt rul-es pursuant to chapter
174, in collaboration with the medical home aclvi.sorv connci I
created pursuant to section 135.159, soecifvino reorriremênt.s
for medical- homes incl-udinq certification, with which reoional
provider network participatinq providers shal-l- comol-v, as
approprj-ate.

l4) The deoartment mav also clesionate ofher nriwafe
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proviclers and hospitafs to participate in the reqional provider
network, to orovide primarv and speciaftv care, subject !o lhe
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availabilitv of funds.
(5) Notwithstandinq anv provision to the contrary, the

department shalf develop a methodoloqv to reimburse reqionaf
provider network participatino providers desiqnated under this
subsection.

c. Tertiarv care shal-L be provided to eliqíbfe expansion
population members residinq in anv countv in the state at the
universitv of Iowa hospitals and clinics.

d. Until such time as the publicl-v owned acute care
teaching hospital focated in a county with a populatj-on over
three hundred fiftv thousand notifies the department that
such hospital has reached service capacitv. the hospital and
the universitv of Iowa hospitafs and clinics shaLl remain the
onlv expansion populatíon providers for the residents of such
countv.

2. Expansion poputation services provided to expansion
population members bY P'rer,ll:

the PubLiclv owned acute care
teachinq hospital focated in a countv with a popul-ation
over three hundred fiftv thousand and the universitv of Iowa
hospitals and clinics shal-l be payable at the ful-l benefit
recipient rates.

3. Providers included in the expansion population provider
network shall submit cLean claims within twenty days of the
date of provision of an expansion population service to an
expansion population member.

4. Unless otherwise prohibited by J-aw, a províder under
the expansion popufation provider network may deny care to
an individuaL who refuses to appJ-y for coverage under the
expansion population.

5. Notwithstanding the provision of section 34'7.)'6,
subsection 2, requiring the provision of free care and
treatment to the persons described in that subsection, the
publicly owned acute care teaching hospitaL described in
subsection 1 may require any sick or injured person seeking
care or treatment at that hospital to be subject to financial
participation, incJ-uding but not linited to copayments
or premiums, and may deny nonemergent care or treatment
to any person who refuses to be subject to such financial-
participation.

6. The department shalf utilize certified publ-ic
expenditures at the universitv of fowa hospitaLs and clinics
to maximize the availabilitv of state fundinq to provide
necessary access to both Local primarv and specialtv phvsj-cian
care to expansion popufation members. the resuLtinq savinqs
to the state sha.Il be utilized to reimburse phvsician services
provided to expansion popufation members at the universitv of
Iowa colLeqe of medicine, to reimburse providers designated
to nartìr:ioate in the reoional orovider network for services
provided to expansion popufation ¡nembers, and for deposit in
the nonparticipatinq provider reimbursement fund created in
section 249J.244 to be used in accordance with the purposes and
requirements of the fund.

7. The department shall adopt rules to estabÌish clinical
transfer protocofs to be used bv Þroviders incfuded in the
expansion population provider network.

Sec. 2. Section 263.I8, subsection 4, Code 2009, is amended
to read as fol-l-ows:
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4. The physicians and surgeons on the staff of the
university of Iowa hospitals and clinics who care for patients
provided for in this section may charge for the medical
services provì-ded under such ru1es, regulations, and plans
approved by the state board of regents. However, a physician
or surgeon who provides treatment or care for an expansion
population member pursuant to chaptex 249J shal-l- nr€rt-læÉge
o"r onl_v receive âfiy compensaLion for the treatment or care

of regenEs to be Paid frsm the hospital fund provided in
accordance with section 249J.7

Sec. 3. REVIEW OF MEDICAL TRÀNSPORTATION COSTS FOR

IOWACARE. The department of human services shall review the
costs of transportation to and from a provider incfuded in
the expansion popufation provider network under the Iowacare
program. the department shall report the resufts of the review
to the general assembly by December 15 ' 

'¿UL'J.

Sec. 4. DIABETES =: PLAN FOR COORDINATION OF CARE' The

department of publ-ic health shalL work with alJ- appropriate
entities to develop a plan for coordination of care for
individuafs with diabetes who receive care through community
health centers, rural health clinics, free clinics, and other
members of the Iowa cofLaborative safety net provider network
established pursuant to section 135.153, as determined by the
department. The pJ-an may include provisions to establish a

diabetic registry, to provide access to medical-J-y necessary
drugs through entities such as the Iowa prescription drug
corporation, and to colfect data as necessary to assist the
affected medical providers in tracking and improving the care
of their patients with diabetes, white also informing future
public policy decision makers regarding improved care for
individuals with diabetes, notwithstanding an individual's
heal-th care coverage status or choice of heaÌth care provider.

Sec. 5. IOVIACARE :: EXTENSION OF WAIVER. The department
of human services shall amend the extension proposal- for the
IowaCare section 1115 demonstration waiver and shall- submit
applicable state plan amendments under the medicaf assistance
program to provide expansion popu]-ation services through the
expansion poputation network pursuant to section 249J.7 , as
amended by this Act,'within the budget neutrality cap and
subject to availability of state matching funds.

Sec. 6. IOVIACARE POPULATION :: OPTIMIZATION Or SERVICE

DELIVERY AND OUTCOMES. The pub]-icly owned acute care teaching
hospital- located in a county with a population over three
hundred fifty thousand, the federally qualified health center
Located in such county, and the university of Iowa hospitals
and cl-inics shaÌ1 actively col-l-aborate to optimize effective
and efficient del-ivery of services that result in the best
possible outcomes for IowaCare members.

DIVISTON IÏ
IOWA ]NSURANCE TNFORMATION EXCHANGE

Sec. 1. NEW SECTION. 505.32 Iowa insurance information
exchange.

1. Purpose. The purPose of this section is to establish
an information cLearinghouse where aII Iowans can obtain
information about heal-th care coverage that is available
in this state incÌuding availability of care delivered by
safety:¡st providers and comparisons of benefits, premiums, and
out:of:pocket costs.

2. Definitions. As used in this section, unless the context

Page 3 of6

http://coolice.legis.state.ia.us/Cool-ICE/default.asp?Category:billinfo&Service:AmenclPrin... 51412010



Bill/Amendments for SF 2356

otherwise reguíres:
a. "Carrier" means an insurer providing accident and

sickness insurance under chapter 509, 5I4, or 5144 and
incfudes a heal-th maintenance organization establ-ished under
chapter 5148 if payments received by the heaLth maintenance
organizat.ion are considered premiums pursuant to section
5148.31 and are taxed under chapter 432. "Carrier" also
incLudes a corporation which becomes a mutual insurer pursuant
to section 514.23 and any other person as defined in section
4.1, subsection 20, who is or may become liable for the tax
imposed by chapter 432.

b. "Commissioner" means the commissi-oner of insurance.
c. "CreditabÌe coverage" means the same as defined in

section 5138.2.
d. "Exchange" means the fowa insurance information exchange.
e, "Health insurance" means accident and sickness insurance

auLl'ru¡i¿e,-l by clrapLer 509, 514, ur 5144.
f. (1) "Heal-th insurance coverage" means heal-th insurance

coverage offered to individuals.
(2) "Heal-th insurance coverage" does not incl-ude any of the

following:
(a) Coverage for accident=only, or disability income

i-nsurance.
(b) Coverage j-ssued as a suppl-ement to Liabil-ity insurance.
(c) LiabiJ-ity insurance, including general liability

insurance and automobile liability insurance.
(d) Workerst compensation or símilar insurance.
(e) Automobil-e medical=payment insurance.
(f) Credit=onÌy insurance.
(S) Coverage for on:site medical clinic care.
(h) Other simil-ar insurance coverage, specified in

federal reguJ-ations, under which benefits for medical care
are secondary or incidental- to other insurance coverage or
benefits.

(3) "Heal-th insurance coverage" does not include benefits
provided under a separate policy as fol-l-ows:

(a) Limited=scope dental or vision benefits.
(b) Benefits for J-ong:term care, nursing home care, home

health care, or conmunity=5u""O care.
(c) Any other simil-ar Limited benefits as provided by ruJ_e

of the commissioner.
(4) "Health insurance coverage" does not include benefits

offered as independent noncoordinated benefits as fol-l-ows:
(a) Coverage only for a specified disease or il_l_ness.
(b) A hospitaL indemnity or other fixed indemnity

insurance.
. (5) "Heal-th insurance coverage" does not incl-ude Medicare
supplementaL health insurance as defined under section
l-882 (g) (l-) of the federal Social Securi-ty Act, coverage
supplemental- to the coverage provided under 10 U.S.C. ch. 55
and simílar suppJ-emental coverage provided to coverage under
group health insurance coverage.

S. "Legislative health care coverage cornmission" or
"commission" means the legisl-ative health care coverage
commission created in 2009 Iowa Acts, ch. l-18, section 1.

h, "Medicare" means the federal government health insurance
program establ-ished under Tit. XVIII of the federal SociaI
Security Act.

i. "Organized del-ivery system" means an organized deJ_ivery
system as l-icensed by the director of pubJ-ic heall-h.
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3. Iowa insurance information exchange established. An Iowa
insurance information exchange is estabfished in the insurance
division of the department of com¡nerce under the authority of
the commissioner of insurance.

a. The co¡nmissioner, in collaboration with the legislative
heafth care coverage conmission, shall develop a pJ-an of
operation for the exchange within one hundred eighty days from
the effective date of this section. The plan shal-l create an
information clearinghouse that provides resources where Iowans
can obtain information about health care coverage that is
avail-ab]e in the state.

b. The commissioner shal-l keep records of all- financiaf
transactions related to the establishment and operation of
the exchange and shatÌ deliver an annual fiscaf report of the
costs of administering the exchange to the general assembly by
December 15 of each year.

4. Powers and duties of exchange.
a. The commissioner shal-f report on the status of the

exchange at all regular meetings of the legisJ-ative heal-th
care coverage eommission, including progress in developing and
implementing the exchange operationally, resources avail-able
through the exchange, information about util-ization of the
resources offered by the exchange, including demographic
information that ill-ustrates how and by whom the exchange is
being utilized, and the costs of implementing and operating the
exchange. The commissioner may make recommendations to the
commission for incJ-uding but not limited to the following:

(1) Promotion of greater transparency in providing quality
data on health care providers and heafth care coverage pJ-ans
and in providing data on the cost of medical care that is
easiJ-y accessibfe to the public.

(21 Statutory options that irnprove seamLessness in the
health care system in this state.

(3) Funding opportunities to increase health care coverage
in the state, particuJ-arly for individuals who have been denied
access to health insurance coverage.

b. The commissioner shal-Ì implement and maintain information
on the insurance division internet site that is easiJ-y
accessible and available to consumers and purchasers of health
insurance'coverage regarding each carrier Licensed to do
business in this state. The information provided shal-l- be
understandable to consumers and purchasers of health insurance
coverage and shall include but is not Limited to information
regarding pÌan design, premium rate filings and approvals'
health care cost information, and any other information
specific to this state that the commissioner determines may
be benefi-ciaI to consumers and purchasers of heal-th insurance
coverage. The commissioner may contract with outside vendors
and entities to assist in providing this information on the
internet site.

c. The exchange shaLl provide information about al-l- publ-ic
and private heal-th care coverage that is avail-able in this
state inctuding the cost to the public, and comparisons of
benefits, premiums, and out:of=pocket costs.

(1) The comrnissioner may establish methodologies to provide
.uniform and consistent side=by=side comparisons of the heal-th
care coverage options that are offered by carriers, organized
delivery systems, and public programs in this state incJ-uding
but not limited to benefits covered and not covered, the amount
of coverage for each service, including copays and deductibles,
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administrative costs, and any prior authorj-zation reguirements
for coverage.

(21 The corunissioner may require each carrier, organized
delivery system, and public program in thÍs state to describe
each health care coverage option offered by that carrier,
organized delivery system, or public program in a manner
so thaÈ the various options can be compared as provided in
subparagraph (1).

d. The co¡nmissioner shal-l provide ongoing information to
taxpayers about the costs of public health care programs to the
state, including the administrative costs of the prograrns and
the percentage and source of state and federal- funding for the
programs, utílizing information provided by the department of
human services and the department of pubì.ic health.

e. The exchange may provide information to assist Iowans
with making an informed choíce when selecting health care
coverage.

f.. The commissioner may utilize independent consultants,
as deemed necessary, to assist in carrying out the powers and
duties of the exchange.

S. The commissioner rnay periodically advertise the general
avaiLability of health care coverage information availabLe from
the exchange.

5. Rules. The commissioner shalL adopt rules pursuant to
chapter L7A to implement the provisions of this section.

JOHN P. KIBBIE
President of the Senate
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I hereby certify that this
is known as Senate FiIe 2356,

PATRTCK J. MURPHY
Speaker of the House
bill originated in the Senate and
EightY=¡¡ird GeneraJ- Assembly.

MICHAEL E.
Secretary

20r0

MARSHALL
of the Senate

Approved

CHESTER .J. CULVER
Governor

-1-

lrttp://coolice.legis.state.ia.us/Cool-ICE/default.asp?Category=billinfo&Service:AmendPrin... 5l4l2Ol0



lowa's Community Health Centers
Siour I

^É;ÌËj R¡,clt ll+tles .l¡¡ksún l('brtift Ì,'l I l'l l.¡ E S Cr T A t,Lrl,Ér Fillmona " H*u'-t¡n i \€*on
9('e Fsribauh Freebom íY^-.,¡Y-bw-æt', I"¿ Lirùrr r Richland lauk

tlr.rirrrrebago tJtforth 
luftchell 

H¡tuar,i.,4
fqhìî Vtlnne:<iriak J<'lamskee lrlnu,ford

suutg nnrorn-l I Koss¡.¡rh .fSíour1 i wtscùNs¡11¡s¡1i1 0'Brien Ê13'/ palt, l4t¡ Hsn+rck tem¡ Go¡lo !

.o,, I iãF';;;-- 
'-i Fr'rvd trr¡ick¡sa¡¡ 

\

ìù,,:r¿n¿ _J I I tJJjdJ[rED sI_LIls l Lrnn | -......
' Ttr,.,i!--r1,:'rr tr, lL,lon¡ns L -_,_,, I U0nìtltUnft{ -l,rr¡*s .ta¿k;on ''i rjerot!i.,. h.ûnon3 

c*{,iir,j Lì¡err¡* For.,n¿ ..,0 , nl 
J'brslsr 

| ,"o,. Far(c,r, i"'ögië'I 
rrrrE> 'ra¿k;on i...

,:umin,i '-; üarr¡rr ö;ir;ry HeJriric"r"{ "" ffi I t(4J37} | .,,n,on i
,un i,. (22,2_Eqpe!ignti) I : I i:iÈlllU¡ i

:-' I I Dpdar

o i" Hrri<¡,n tìhÈlbìr .fu,lrlt,orr tr;ll¡s Lo,u, I -,".o*, p¿u¡eshi¡k lours Johns+rrft .. l_i¡nisgrr ¡ilEru ¡r .<J,1r.tt,ot"r

: trodga .i ß¡nhri¿

r-r trtÈslhgt,¡i...'-_

.-.o3- ;.... I 11 | _r'

;tì"t. -lnc Lìrun'l]' ; 
'{j¡mr

nr'ugl35 
-ç19^"191 

8lg-:fç c:a=i ./dsir r,.,Þ,Jisoj-¡ ïÌianer¡ r,¡b;ion ¡,,sþ3::ka | ,notuu lrrÍ-lthinqt,rn
r.¡EEÉp,sHp. fl,'If6,rS0patients)l -"' I I l*i:

1 I'ffls | üto't,* ú.,:ãî | tut-"m,: lCHCsofSEtowal tlLtNols:r l'óir'Î'iimÈr,¡ ¡U¿n-rs l_lni,:,n I t '¡Jì:þ¡*llrr -ieif+¡s.''-,¡ l,-_-.-^ ,. , .lI cuc or t(17'563 PatientsiJ t!no''ùss-¡ !

"Lincoln :' I sor¡t-rräiriiowa I Rir¡er Hilts cHC I r:r'r+ o,-t noiffi iirrarre'

L¡n,ra-îÉr I' i're',onr ps!¿ TayrÈr F:inggor,l I - *(5'668i. I . d8'466 
patientsi 1¿r, s6,.-4,8,466 rctie

.Á¡F&ÉEse Oa,¡i:r

Pc,tt¿rust¡¡mie lul¡¡,¡ati¡¡¿

i l'.
^.../

-. if¡.hri1h l,¡1g¡¿er F,¡in¡ni Sthu,,tler

¡nd direc¡ic'n dstg Et

.*nÊrica sre l.is:tr

ül¿rl(È ù-¡r:,¡¡

CHC of
Soulhern lowa

(5,668)



lowaCare Medical Home Model

Background

a. lowaCare is an L1L5 demonstration waiver that expanded Medicaid

to 200% of the Federal Poverty Level for adults (age 19-64) who don't

otherwise qualify for Medicaid. The coverage includes single adults

and childless couples. The lowaCare program has a limited benefit

package (inpatient/outpatient hospital, physician, limitecl clental and

transportation), and a limited provider network. The provider

network has been limited to two providers - Broadlawns Medical

Center in Polk County and the University of lowa Hospitals and Clinics

in lowa City, which provides service statewide.

b. SF2356 as amended and passed by the Senate, expands the provider

network under the current lowaCare program to include a regional

primary care provider network, beginning with a phased in approach

of Federally Qualified Health Centers (FaHC). The bill mandates the

FQHC's selected by the Department of Human Services to provide

primary health care services to the lowaCare population and to

comply with certification requirements of a Medical Home.

Establishment of 3-4 Medical home sites beginning with phased in

approach;

a. t-2 FQHC's on western side of state

b. Broadlawns Medical Center

c. University of lowa Hospitals and Clinics
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lll. Medical Home Certification

a. Establish lnterim minimum standards for lowaCare Medical Home,

transitioning to permanent certification process (if there is not an lowa

certification process we are looking at NCQA).

b. Medical Home minimum standards;

1. Access to care and information;

Þ Accessibility-24 hours/day, physician on call

2. Care Management

on annual basis

3. Health lnformation Technology (H¡T);

of an electronic health record (EHR) system

exchange (HlE) in accordance with the Federal Register

requirement
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lV. Payment System Methodology

a. A monthly care coordination payment PMPM up front at time of

member enrollment in Medical Home. Then a possible performance-

based component PMPM at end of each year based on evidenced based

quality measures and member outcomes

Level of
Certification/Year

Monthly
Care

Coordination
PMPM

Performance
Based

Reimbursement

Potential total
Reimbursement
PMPM

Year L s3.oo Sr.oo s4.00
Year 2 -Level 1 Sr.so $r.so s3.oo

Level 2 Sz.so Sr.so s4.00
Level 3 s3.so Sr.so Ss.oo

Peer to peer conferencing reimbursement
(UIHC reimbursement for providing specialty care consultation to

FQHC's).

(E/M)codes

Possible Federal and State assistance for HIE development, registry

expansion, and meaningful use of HIT

V. Performance Reporting and Outcome Measurement

a. At least 75% of the members enrolled in the Medical Home Pilot

entered into the registry according to their chronic condition

b. At least 75% of all members enrolled in pilot have had their smoking

status documented

b.

c.
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c. At least 75% of all members enrolled in the pilot have annual

immunizations or there is documentation that immunizations were

offered, education provided to member, and member refused

d. At least 75% of all eligible women enrolled have their annual cervical

screen

e. At least 75% of all enrolled members with a diagnosis of Diabetes have

had at least one HgbALC annually

f. Each network provider in the pilot has or is in the process of developing

a reminder service to inform members of appropriate preventative

services

g. Each network provider in the pilot has developed an effective system of
sharing clinical information with the UIHC, and will develop an

efficient process for referrals to the UIHC for specialty care

h. Documentation of referrals

Vl. Provider integration/system of care approach

a. Concentration of care in Medical Home - avoidance of need for
specialty visits/hospital care

b. Development of referral protocols between providers and UIHC

c. Peer to peer consultation between medical home and UIHC specialty

providers to avoid need for traveling to UIHC and higher level of care

d. Exploration of telemedicine for specialty care at Medical Home site.

Options- G0406-G0408 Telehea lth

4/22h0 KM



PPC-PCMI-I Scoring

level of
Quolifying

Points
Musl Poss Elements

ol 50% Performonce Level

level 3 75 - 100 l0 of 10

Level 2 50-74 t0 of 10

level I 25-4? 5ofl0
Not

Recognized
o-24 <5

Levels: lf there is a difference in Level achieved between the number of points and "Must
Pass", the practìce will be awarded the lesser level; for example, if a practice has 65 points but
passes only 7 "Must Pass" Elements, the practice will achieve at Level 1.

Practices with a numeric score of 0 to 24 points or less than 5 "Must Pass" Elements are not
Recognized.

PPC-PCMþ| Contenl ond Scorin
Slo,ìdord l: Access or¡d Communicotiol1
A. Hos wrltlèn sldndords lor pollenl occess ond polienl

commun¡cqlion"
B. Utes dolo lo lhow ll meels lls slondqrds lor polienl

Pls

4
5

9

Slo.rdcrcj 2: Pclienl TrcclJng ond Reg:stry FuÍìctions
A. Uses cioto syslem for bosic polienl informollon

{mostly non-clinlcol ciolo)
3, Hos clinicol do;o eysier¡ w¡th cliniccl dolo ln

seorchoble cjoto f;elcs
C. Uses lhe clìnicol dolo eyslenì
D, Uses poper or eleclronlc.bq¡ed chorl¡ng lools lo

orgonlze cllnlcql lnlormqllon"
E. U3es ddlo lo ldênt¡ty lmporlont dlognoses ond

condilions in proclice'^
t. Gerrercles lisls of oollenls ond remlnds potie.lts ond

cllnlclons of servìces needed lpopulollon
moncgemenl)

Pts

2

.a

â

ó
4

â

2t

Slo'tdord 3: Core Moncgemenl
A. Adopls ond lmplcmenls evldoncê.bqsod gu¡dðl¡nes

to¡ lhree condlllons "
3. Gsneroles remlnden oboul prevenllve servlces for

cliniclons
C. Uses non-physlclo:r slolf fo rnonoge pollenl core
D. CorrducÍs core monogemenl, including core plors,

osse$ng progress. cddressing borriers
E. Coorolnoles core,¡/iollo,¡r-up for polienls who

Pls
3

a
i

20

Slordord 4: Pclienl Self-lvlcnog€meni Support
A. ¡.ssesse9 lolguoge preference ond oiher

communicol¡on boriers
B. Actlvelysupports pollenl lelf.monogemenl'-

Pts
2
4

6

Slonciord 5: Eì€ckonlc Prescribing
¡.. Uses eleclrolic syslem to wriie prescriptions
B. Hcs êleclronlc prescrlptlon wrller wllh sofely

checks
C. Hos eleclronic prescripiion wriler wilh cosl

checks

Slo¡rdord ó: Tesl ïrocking
A, Irdck lesls ond ldenlllie¡ qbnormql resulls

ry$lêmollcolly*'
B, Uses eleclronlc s!.sten'rs lo order onC retrieve

legls onC fiùg duplicole lesh

Sloldcrd 7: Relencl lrccHng
A. Irocks refenols usinE poper.bosed or eleclronic

syslem"

Slo:tdorõ 8l Perfornrcnce Reporl;ng ond
lmprovemenl

A. Meosures cllnlcol ond/ot rewlce perlormonce
by physlclqn or dcross lhe proct¡ce"
Survey of pcllenfs' core experlence
Reporß performonce ocross lhe procllce or by
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STATE OF IOWA
CHESTER J. CULVER, GOVERNOR
PATTY JUDGE, LT. GOVERNOR

April21,2008

DEPARTMENT OF HUMAN SERVICES
CHARLESJ. KROGMEIER, DIRECTOR

Cynthia Mann
Director
Center for Medicaid, CHIP, and Survey and Certification
Centers for Medicare and Medicaid Services
7500 Security Boulevard
Baltimore, MD 21244

Dear Ms. Mann:

First, I would like to thank you and CMS for the collaborative relationship we have enjoyed over

the past months with respect to lowa's I115 demonstration extension. Iowa has been working
with CMS to extend the current waiver which expires June 30, 2010. We have made excellent

progress together. This letter is to alert you to legislation recently enacted by the Iowa General

Assembly (Senate File 2356), which seeks to improve the program, and due to which we are now

asking to amend the Special Terms and Conditions (STCs) we have been discussing with CMS

over the past 9 months.

We have kept our project officer, Juliana Sharp, and our Regional Office staff informed of this

legislation throughout the session and have discussed the changes verbally with them. This
package provides the detail for the requested changes. The package includes:

o A 'mark up' draft of the most recent STCs that includes the required changes.

o Two attachments that detail the reimbursement methodologies.
o Letters of support from affected organizations.

IowaCare Expansion
As you recall, the lowaCare currently covers adults age 19-64 who are below 200% of the

Federal Poverty Level. The program covers inpatient and outpatient hospital and physician

services at two network hospitals - Broadlawns Medical Center for residents of Polk County and

University of Iowa Hospitals and Clinics statewide.

Senate File2356 seeks to increase access to local primary care for lowaCare members and to

implement a Medical Home model to provide for chronic disease management and improve
patient self-management. Specifically, SF 2356:

o Requires Iowa to add Federally Qualified Health Centers (FQHCs) on a phased-in basis

to provide primary care services. The phase-in is to begin with centers located in the

areas of the state that have had the most limited geographic access to services (the

Western side of lowa).

IOWA MEDICAID ENTERPRISE - 1OO ARMY POST ROAD - DES MOINES, IA 50315
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o Requires Iowa to implement a medical home model for primary care services in the

IowaCare program.
o Adds a mechanism for payment to other Iowa hospitals for emergency services to

IowaCare members under very limited circumstances.

We have amended the STCs to address these changes.

Public Notice
There has been extensive public discussion of these changes beginning last fall. State law
established the Legislative Health Coverage Commission in 2009. The commission consists of
members representing insurance industry, state agencies, the public, and State Legislators and

was charged with developing strategies to cover uninsured adults and develop an insurance

exchange model. As part of the strategy to cover uninsured adults, a workgroup focused on

expanding the lowaCare 1115 waiver was formed and met five times over the summer and fall.
The Commission and IowaCare workgroup meetings were noticed and open to the public. The

Commission's work can be found at the following website:
http ://www. legis. state. ia. us/aspx/Committees/Committee.aspx?id:4 84.

Based on Commission recommendations Senate File 2356 was filed in the 2010 General

Assembly. The bill had a very robust public policy discussion including a number of
subcommittee meetings, committee meetings, and legislative floor debate (all publicly noticed),

as well as ne,¡/spaper coverage on the bill. In addition, we will file administrative rules prior to
July 1, 2010 that will also be publicly noticed.

We have included letters of support from several key stakeholder groups.

Summary of STC changes
This document summarizes the more significant changes requested, by section of the STCs.

Section I General Program Requirements:
o Extend the expiration date of June 30, 2013 to December 31, 2013. We originally

proposed a3 year extension (July 1, 2010 through June 30, 2013). With the passage of
national Health Care Reform, the Medicaid expansion will begin January 1,2014,

creating a six month gap between when the renewal would expire and the start of the

Medicaid expansion. We expect to transition the 1115 lowaCare waiver to the new State

Plan Medicaid expansion in 2014. To ease the transition and avoid having to do a new

extension request, we request to amend our STC request to add this additional 6 months.

o Provider Taxes. As discussed from our earliest drafts, Iowa requests the prohibition on

provider taxes be removed and replace with a STC that specifies that any provider taxes

be in compliance with federal law. All provider taxes from July l, 2010 forward would

be through the regular state plan amendment process. Any new provider taxes would

have no relationship whatsoever to the 1115 waiver.

Section 6 Delivery System:
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o ProviderNetwork We have broken the provider network provisions out into much

more detail to make it clear what services are covered by which providers. This is where

we have added the FQHCs and the payments to hospitals for limited emergency services.

We have discussed verbally with CMS the need for the State to have flexibility in adding

FQHCs or removing them based on funding. We have drafted language that provides this

flexibility and appropriate notice to CMS. V/e have also delineated the limitations on the

emergency services. The other changes seek to more clearly specify the provider

network coverage.

Section 9 Medicaid Reimbursement and Finance:

o Vy'e have broken this section into more detail to be more clear on reimbursement

methods.

o This section also delineates the medical home methodology. \Me have included a range

for the per member per month medical home payment amount because we are still

working through those details.

Section l0 Operational Issues:

o We have defrned an STC for Goals for the Demonstration project.

o We seek to clearly define the goals and program improvements to be implemented during

the Demonstration extension period.

o We have defined goals that align the Medical Home and Health Information Technology

activities we have underway.

We are excited about these changes and believe they will be a significant improvement for the

program and for Iowans served in the program. We also believe that the Medical Home model

we are developing will be able to be deployed in the 'regular' Medicaid State Plan program.

Thank you for working with us. V/e look forward to continuing our dialogue on the progr¿ìm.

Sincerely,

&{P0-
Jennifer H. Vermeer

Iowa Medicaid Director
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IowaCare Section 1 I 15 Demonstration

Iowa Department of Human Services

PREF'ACE

The following are the Special Terms and Conditions (STCs) for Iowa's IowaCare section
I115(a) Medicaid Demonstration (hereinafter "Demonstration"). The parties to this agreement
are the Iowa Department of Human Services (State) and the Centers for Medicare & Medicaid
Services (CMS). This Demonstration was originally approved for the 5-year period, from July l,
2005, through June 30, 2010. These STCs cover the extension period from July l, 2010 through
December 3t,2013. The STCs set forth below and the lists of expenditure authorities are

incorporated in their entirety into the letter approving the Demonstration.

The STCs have been arranged into the : General Program Requirements;
General Reporting Requirements; Eligi Benefits and Coverage; Cost
Sharing; Delivery Systems; General ; Monitoring Budget Neutrality;
Medicaid Reimbursement and Finance; and Evaluation.

II. GEIYERAL PROGRAM REQTIIREMENTS

l. Compliance with Federal Non-Discrimination Statues. The State agrees that it shall
comply with all applicable Federal statutes relating to non-discrimination. These
include, but are not limited to, the Americans with Disabilities Act of 1990, title VI of
the Civil Rights Act of 1964, section 504 of the Rehabilitation Act of 1973, and the Age
Discrimination Act of 1975.

2. Compliance with Medicaid Law, Regulation, & Policy. All requirements of the
Medicaid program expressed in law, regulation, and policy statement, not expressly
identified as not applicable in the award letter of which these terms and conditions are

pâtr, shall apply to the Demonstration.

3. Changes in Law. The State shall, within the time frame specified in law, come into
compliance with any changes in Federal law affecting the Medicaid program that occur
after the approval date of this Demonstration.

4. Impact on Demonstration of Changes in Federal Law, Regulation, and Policy
Statements. To the extent that a change in Federal law impacts State Medicaid
spending on program components included in the Demonstration, CMS shall incorporate

Demonstration Approval Period: July I ,2010 through December 31,2013
Approved June 2010



such changes into a modifred budget neutrality expenditure cap for the Demonstration.

The modified budget neutrality expenditure cap would be effective upon implementation

of the change in the Federal law. The growth rates for the budget neutrality baseline are

not subject to this STC. If mandated changes in the Federal law require State

legislation, the changes shall take effect on the day such State legislation becomes

eflective, or on the úst day such legislation was required to be in effect under the law.

State Plan Amendments. The State shall be required to submit title XIX State plan

amendments to remove reimbursement methodologies affecting any populations covered

solely through the Demonstration. However, the State shall not be required to submit

title jCX Stãte plan amendments for benefits and eligibility changes to any populations

covered solely through the Demonstration, If a population covered through the State

plan is affected by a change to the Demonstration, a conforming amendment to the State

plun -uy be required. The State shall not be required to submit title XIX State plan

amendments if Óongress would enact any health care reform initiatives that change the

benefit or eligibility of any of the Demonstration populations covered by this 1115

Waiver.

Changes Subject to the Amendment Process. Changes related to eligibility,

enrollment, benefrts, enrollee rights, delivery systems, cost sharing, evaluation design,

Federal financial participation, sources of non-Federal share of funding' budget

neutrality, and other comparable program elements must be submitted to CMS as

amendrnents to the Demonstration. All amendment requests are subject to approval at

the discretion of the Secretary in accordance with section I115 of the Act. The State

shall not implement changes to these elements without prior approval by CMS. CMS

and the Statè shall develop a comprehensive list within 60 days of the approval of the

Demonstration renewal that shall contain all elements of the Demonstration that are

subject to the amendment process. Amendments to the Demonstration are not

retroactive and FFP will not be available for changes to the Demonstration that have not

been approved.

Amendment Process. Amendment requests must be submitted to CMS for approval no

later than 90 days prior to the date of implementation. Amendment requests as specifïed

above shall include the following:

a) An explanation of the public process used by the State to reach a decision regarding

the requested amendment;
A current assessment of the impact the requested amendment shall have on budget

neutrality;
An explanation of how the amendment is consistent with the overall principles and

objectives of the Demonstration;
d) A âescription of how the evaluation design shall be modified to incorporate this

amendment request.

Demonstration Approval Period: July I , 2010 through December 31,2013
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8. I)emonstration Phase-Out. Subject to the Maintenance of Effort requirements in the
American Recovery and Reinvestment Act and the Affordable Patient Care Act, the
State may suspend or terminate this Demonstration in whole or in part at any time prior
to the date of expiration. The State must promptly notify CMS in writing of the
reason(s) for the suspension or termination, together with the effective date. In the event
the State elects to phase-out the Demonstration, the State shall submit a phase-out plan
to CMS at least 6 months prior to initiating phase-out activities. The State may also
submit an extension plan on a timely basis to prevent disenrollment of Demonstration
enrollees. Nothing herein shall be construed as preventing the State from submitting a
phase-out plan with an implementation deadline shorter than 6 months when such action
is necessitated by emergent circumstances. The phase-out plan and extension plan are

subject to C\4S approval. If the project is terminated or any relevant costs not otherrvise
matchable are suspended by the State, CMS shall be liable for only normal close-out
costs.

9. Enrollment Limitation. If the State elects to suspend, terminate, or not renew this
demonstration as described in paragraph 8, during the last 6 months of the
Demonstration, the enrollment of individuals who would not be eligible for Medicaid
under the current State plan shall not be permitted unless the Demonstration is extended
by CMS.

10. CMS Right to Terminate or Suspend. CMS may suspend or terminate the
Demonstration in whole or in part at any time before the date of expiration, whenever it
determines, following a hearing, that the State has materially failed to comply with the
terms of the project. CMS shall promptly notify the State in writing of the determination
and the reasons for the suspension or termination, together with the effective date.

11. Finding of Non-Compliance. The State waives none of its rights to challenge CMS'
finding that the State materially failed to comply. CMS reserves the right to withdraw
expenditure authorities at any time it determines that continuing the expenditure
authorities would no longer be in the public interest. If an expenditure authority is
withdrawn, CMS shall be liable for only normal close-out costs.

12. Adequacy of Infrastructure. The State shall insure the availability of adequate
resources for implementation and monitoring of the Demonstration, including education,
outreach, and enrollment; maintaining eligibility systems; compliance with cost sharing;
and reporting on financial and other Demonstration components.

13. Public Notice, Tribal Consultation, and Consultation with Interested Parties. The
State must continue to comply with the State Notice Procedures set forth in 59 Fed. Reg.
49249 (September 27, 1994) and the tribal consultation requirements pursuant to section
1902(a)(73) of the Act as amended by section 5006(e) of the American Recovery and
Reinvestment Act (ARRA) of 2009, when any program changes to the Demonstration,
including, but not limited to, those referenced in section II, paragraph 6 and section IX,
are proposed by the State. In States with Federally recognized Indian tribes, Indiana
health programs, and/or Urban Indian organizations, the State is required to submit

Demonstration Approval Period: July 1, 2010 through December 31,2013
Approved June 2010



evidence to CMS regarding the solicitation of advice from these entities prior to

submission of any demonstration proposal, amendment and/or renewal of this

Demonstration.

14. Federal Funds Participation. No Federal matching for expenditures for this

Demonstration will take effect until the implementation date.

III. GEI\ERALREPORTINGREQT]IREMENTS

15. Monthly Calls. CMS shall schedule monthly conference calls with the State. The

purpose of these calls is to discuss any significant actual or anticipated developments

affc.;tilg t¡e Deuro¡stration. Arcas to be addressed includc, but are not limited to,

health care delivery, enrollment, quality of care, access, the benefit package, cost-

sharing, audits, lawsuits, financial reporting and budget neutrality issues, progress on

evaluJtions, State legislative developments, and any Demonstration amendments,

concept papers, or Siate plan amendments the State is considering submitting. CMS

shall upáate the State on any amendments or concept papers under review as well as

Federal policies and issues that may affect any aspect of the Demonstration. The State

and CMb þoth the Project Offlrcer and the Regional Office) shall jointly develop the

agenda for the calls.

16. Quarterly Reports. The State shall submit progress reports within 60 days following

the end of eacfi quarter. The intent of these reports is to present the State's analysis and

the status of the various operational areas. These quarterly reports shall include:

a) A discussion of events occuning during the quarter, or anticipated to occur in the near

future, that affect health care deiivery, enrollment, quality of care, access, the benefit

package, and other operational issues.

b) Action plans for addiessing any policy and administrative issues identified.

"Í Enrollment data, including ttre number of persons in each Demonstration Population

served under the waiver.
d) Budget neutrality monitoring tables.

e) Progress on the lowaCare implementation plan.

Ð Other items as requested.

17. Annual Report. The State shall submit a draft annual report documenting

accomplishirents, project status, quantitative and case study findings, utilization data,

and policy and administrative difficulties in the operation of the Demonstration. The

State shall submit the draft annual report no later than 120 days after the end of each

operational year. V/ithin 30 days of receipt of comments from CMS, a final annual

report shall be submitted.

18. Provider Taxes. All provider taxes operated by the State shall comport with Federal

law.

19. Annual Program Compliance Evaluation. The State shall submit an annual

Demonstration Approval Period: July 1, 2010 through December 31,2013

Approved June 2010



fv.

evaluation documenting Iowa medical assistance program compliance with each of the

following:
o That providers retain 100 percent of the total computable payment of

expenditures claimed under title XIX of the Act.

ELIGIBILITY, ENROLLMENT AITD BENEFITS

20. Demonstration Populations. The following populations are included in the

Demonstration:

a) Demonstration Population I @xpansion Population) includes the following:

-ù 
Individuals ages 19 through 64 with family incomes between 0 and 200

percent of the Fetleral Povcrty Level (FPL) who do not mcct cligibility
iequirements of the Medicaid State plan or other waivers except the Family

Planning waiver under title XIX; and

ii) Parents whose incomes between 0 and 200 percent of the FPL are considered

in determining the eligibility of a child found eligible under either title XIX or

title XXI, and who are not otherwise Medicaid eligible.

b) Demonstration Ponulation 2 (Spend-Down Pregnant Women) includes newboms

and pregnant women with income at or below 300 percent of the FPL who have

incurred medical expenses for all family members that reduce available family
income to 200 percent of the FPL.

The eligibility groups are also described in the chart below.

21. Enrollment Cap. Subject to the Maintenance of Effort requirements in the American

Recovery and Reinvestment Act and the Affordable Patient Care Act, the State reserves

the rightto limit Demonstration Populations I and 2 to those who are first to apply.

Demonstration Approval Period: July 1 ,2010 through December 31,2013 5
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Population Name Federal Poverty Level (FPt) or other
criteria

Expenditure and
Eligibility Group

Renortine

Population 1:
Expansion Population
. Individuals ages 19

through 64
. Parents of children
found eligible under title
XIX or title XXI

0 through 200% of FPL Expansion Pop.

Population 2: Spend-
down Pregnant
Women (and
newborns)

Less than or equal to 300o/o of the FPL who

have incurred medical expenses that reduce

available family income to200Yo of the
FPL

Spnd-dwn Preg. Wmn.



However, any limitation for these populations must be submitted to CMS for review and

approval following the process outlined in STC #6.

22.Benefits and Coverage for Demonstration Populations 1 and 2. The benefits and

coverage for these populations shall be limited to inpatient hospital, outpatient hospital,

physician, advanceã registered nurse practitioner, dental, pharmacy, medical equipment

änå supplies, and transportation serviôes, to the extent that these services are covered by

the Medicaid State plan. All conditions of service provision will apply in the same

manner as under thé Medicaid State plan, including, but not limited to' prior

authorization requirements and exclusions for cosmetic procedures or those otherwise

determined not to be medically necessary.

V. COST SHARING

23. Premiums may be charged to individuals in Demonstration Populations I and 2 as

follows:

Populatio4 Premiums

Individuals ages 19 through 64 with family incomes between

0 and 100 percent of FPL who do not meet eligibility
requirements of the Medicaid State Plan or other waivers

except the Family Plaruring waiver under title XIX;
Parents whose incomes between 0 and 100 percent of FPL is

considered in determining the eligibility of a child found

eligible under either title XIX or title XXI, and who are not

otherwise Medicaid elieible.

No premium

Individuals ages 19 through 64 with family incomes are

greater than 100 and 200 percent of FPL who do not meet

eligibility requirements of the Medicaid State Plan or other

waivers except the Family Planning waiver under title XIX;
Parents whose incomes are greater thanl00 and 200 percent

of FPL is considered in determining the eligibility of a child
found eligible under either title XIX or title XXI, and who

are not otherwise Medicaid eligible.

Individuals assessed a premium shall have the ability to file a
hardship exemption if they are unable to pay due to their

frnancial circumstances. The hardship exemption due date is

the same as the premium due date, and may not be accepted

retroactively.

No more than
one-twelfth of 5
percent ofthe
individual's
annual family
income

VI. DELTVERY SYSTEMS

24. Primary ProviderNetworlc The primary provider network is as follows:

Demonstration Approval Period: July 1,2010 through December 3l'2013
Approved June 2010
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afJld2 Outpatient Hospital
Physician, Advanced

Registered Nurse
Practitioner

University of Iowa Hospitals
and Clinics

Inpatient Hospital
Outpatient Hospital

Physician, Advanced
Registered Nurse

Practitioner
Federally Qualified Health

Centers (see STC #25)
Physician, Advanced

Registered Nurse
Practitioner

25. The State may phase in the addition of Federally Qualifred Health Centers in the
provider network, based on the availability of funds, beginning with at least one FQHC
in the most underserved area of the state by October 1,2010. The State shall issue
public notice and shall notiff CMS 30 days prior to adding or removing FQHCs from
the provider network. The notification shall include the rationale for the change.

26. Covered Seruices Outside the Primary Provider Networlc Services are covered
through the primary provider network described above, except for the following
providers and services:

Ponul¡tion Name Provider Covered Services
Demonstration Population
I and2

Any Medicaid-certified
Physicians and Advanced
Registered Nurse
Practitioners, Physician
Assistance

Annual comprehensive
physical medical
examination and laboratory
tests as designated by the
State. Follow-up care must
be obtained from the
primary lowaCare provider
network

Demonstration Population
I

Medicaid-certified
Hospitals located in lowa,
excluding Government-
operated Acute Care
Teaching Hospitals and
University of Iowa
Hospitals and Clinics (see

STC #27)

Inpatient Hospital
Outpatient Hospital
Physician
Subject to the limitations in
STC#27

27.The State may provide limited reimbursement to a hospital who is not a network
provider under the following circumstances:

a) The services are emergency services and it is not medically possible to postpone

Demonstration Approval Period: July 1, 2010 through December 31,2013
Approved June 2010



provision of services and transfer the individual to a primary network provider,

OR
b) The beneficiary may not be transferred to a primary network provider due to a

lack of inpatient capacity.
c) The beneficiary shall be enrolled in Demonstration Population I at the time

treatment is provided in order for the services to be covered.

The hospital is located in lowa.
If a or b is met, and c and d is met, the hospital may be reimbursed for covered

services according to the reimbursement policies applicable under the State Plan,

subject to the availability of funds.

Ð The covered services shall include emergency services, as designated by the State,

and mcdically necessary treatment up to the point the heneficiary is medically

stable and may be transferred to a primary network provider.

g) Covered services are limited to services covered for primary network providers.

ftl By October 1, 2010, the State shall develop a protocol for hospitals to follow in
order to receive payment.

28. Obstetric and Newborn Services. The provider network for Obstetric and Newborn

Services for Demonstration Population 2 only is as follows:

Ponulation Name Provider Covered Services

Demonstration Population
2, except beneficiaries who
reside in Cedar, Clinton,
Iowa, Johnson, Keokuk,
Louisa, Muscatine, Scott,
or Washington counties

Any Medicaid-certified
physician or Advanced
Registered Nurse
Practitioner

Obstetric and Newborn
Services provided in an

Inpatient Hospital
Outpatient Hospital or
physician office
Physician

Demonstration Population
2 beneficiaries who reside
in Cedar, Clinton, Iowa,
Johnson, Keokuk, Louisa,
Muscatine, Scott, or
Washinston counties.

University of Iowa
Hospitals and Clinics

Obstetric and Newborn
Services provided in an

Inpatient Hospital
Outpatient Hospital or
Physician office

VII. GEI\IERALFINA¡ICIALREQTIIREMENTS

29. The State shall provide quarterly expenditure reports using the form CMS-64 to report

total expenditures for services provided under the Medicaid program, including those

provideã through the Demonstration under section 1115 authority. This project is

ãpptoved for expenditures applicable to services rendered during the Demonstration

Demonstration Approval Period: July I ,2010 through December 31,2013
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period. CMS shall provide Federal Financial Participation (FFP) for allowable
Demonstration expenditures only as long as they do not exceed the pre-defined limits on
the costs incurred as specified in Attachment B (Monitoring Budget Neutrality for the
Demonstration).

30. The following describes the reporting of expenditures subject to the budget neutrality
cap:

a) In order to track expenditures under this Demonstration, Iowa shall report
Demonstration expenditures through the Medicaid and State Children's Health
Insurance Program Budget and Expenditure System (MBES/CBES), following
routinc CMS-64 rcporting instructions outlincd in scction 2500 of tho Statc Mcdicaid
Manual. All expenditures subject to the budget neutrality cap shall be reported on
separate Forms CMS-64.9 Waiver and/or 64.9P Waiver, identified by the
Demonstration project number assigned by CMS (including the project number
extension, which indicates the Demonstration year in which services were rendered).
Corrections for any incorrectly reported Demonstration expendifures for previous
Demonstration years must be input within three months of the beginning of the
Demonstration. For monitoring purposes, cost settlements must be recorded on Line
10.b, in lieu of Lines 9 or 10.C. For any other cost settlements (i.e., those not
attributable to this Demonstration), the adjustments should be reported on lines 9 or
10.C, as instructed in the State Medicaid Manual. The term, "expenditures subject to
the budget neutrality cap," is defined below in item 2c.

b) For each Demonstration year, Forms CMS-64.9'Waiver and/or 64.9P Waiver shall be
submitted reporting expenditures subject to the budget neutrality cap. The State must
complete separate forms for each Demonstration Population: l) Expansion
Population and}) Spend-down Pregnant Women, The sum of the quarterly
expenditures for the two population categories for all Demonstration years shall
represent the expenditures subject to the budget neutrality cap (as defined in item
2.c.).

c) For purposes of this section, the term "expanditures subject to the budget neutrality
cap" shall include all expenditures on behalf of the individuals included in the
Demonstration Populations (as described in item 3 of this section), All expenditures
that are subject to the budget neutrality cap are considered

Demonstration expenditures and shall be reported on Forms CMS-64.9Waiver and/or
64.9P Waiver.

d) Premiums and other applicable cost sharing contributions from enrollees collected by
the State from enrollees in Demonstration Populations I and2 shall be reported to
CMS on Form CMS-64 Summary Sheet line 9.D, columns A and B. In order to
assure that the Demonstration is properly credited with premium collections, the
IowaCare premium collection should be separated from other collections in the Iowa
Medicaid program and reported in the memo portion of the CMS report as well as

Demonstration Approval Period: July 1 ,2010 through December 31,2013 9
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reported on line 9.D of the CMS-64 Summary Sheet.

e) Administrative costs shall not be included in the budget neutrality limit, but the State

must separately track and report additional administrative costs that are directly

attributable to ih. Demonstration. All administrative costs shall be identified on the

Forms CMS-64.10 Waiver and/or 64.10P Waiver.

Ð All claims for expenditures subject to the budget neutrality cap (including any cost

settlements) must be made within 2 years after the calendar quarter in which the State

made the expenditures. Furthermore, all claims for services during the

Demonstration period (including any cost settlements) must be made within 2 years

alter the co¡clusion or termination of thc Demonstration. During the lafter Z'year

period, the State must continue to identiff separately net expenditures related to dates

of service during the operation of the section I I l5 Demonstration on the CMS-64

waiver forms in order to properly account for these expenditures in determining

budget neutralitY.

31. For the purposes of this Demonstration, the term "Demonstration eligibles" refers to the

following three categories of enrollees:

a) Expansion Population. (Demonstration Population l)
(i) Individuals ages 19 through 64 with family incomes between 0 and 200

percent of thJ FPL who do not meet eligibility requirements of the Medicaid

State plan or other waivers except the Family Planning waiver under title
XIX; and

(ii) Parents whose incomes between 0 and 200 percent of the FPL are considered

in determining the eligibility of a child found eligible under either title XIX or

title XXI, and who are not otherwise Medicaid eligible.

b) Spend-down Pregnant \ilomen. (Demonstration Population 2) Newborns and

pregnant women with income at or below 300 percent of the FPL who have incuned

meãlcat expenses of all family members that reduce available family income to 200

percent of the FPL.

32. The standard Medicaid funding process shall be used during the Demonstration. Iowa

must estimate matchable Medicaid expenditures on the quarterly Form CMS-37. In

addition, the estimate of matchable Demonstration expenditures (total computable and

Federal share) subject to the budget neutrality cap must be separately reported by quarter

for each Federal fiscal year (FFY) on the Form CMS-37.12 for both the Medical

Assistance Program and Administrative Costs. CMS shall make Federal funds available

based upon the State's estimate, as approved by CMS. Within 30 days after the end of
each quarter, the State must submit the Form CMS-64 quarterly Medicaid expenditure

report, showing Medicaid expenditures made in the quarter just ended. CMS shall

reconcile .*p.nditutes reported on the Form CMS-64 with Federal funding previously

made availuùle to the Staie, and include the reconciling adjustment in the finalization of

Demonstration Approval Period: July 1, 2010 through December 3I,2013
Approved June 2010
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the grant award to the State.

33. Subject to CMS approval of the source(s) of the non-Federal share of funding, CMS

shall provide FFP at the applicable Federal matching rates for the following, subject to

the limits described in Attachment B:

a) Administrative costs, including those associated with the administration of the

Demonstration;
b) Net expenditures and prior period adjustments of the Medicaid program that are paid

in accordance with the approved State plan;

c) Net medical assistance expenditures made with dates of service during the operation

of the Demonstration.

34. The State shall certify State/local monies used as matching funds for the Demonstration

and shall further certify that such funds shall not be used as matching funds for any other

Federal grant or contract, except as permitted by law. All sources of the non-Federal

share of funding and distribution of monies involving Federal match are subject to CMS

approval. Upon review of the sources of the non-Federal share of funding and

distribution methodologies of funds under the Demonstration, all funding sources and

distribution methodologies deemed unacceptable by CMS shall be addressed within the

time frames set by CMS. Any amendments that impact the financial status of the

program shall require the State to provide information to CMS regarding all sources of
the non-Federal share of funding.

35. The State shall submit its Medicaid Statistical Information System (MSIS) data

electronically to CMS in accordance with CMS requirements and timeliness standards.

The State shall ensure, within 120 days of the approval of the Demonstration, that all
prior reports are accurate and timely.

VI[. MOMTORING BUDGET I\TEUTRALITY

36. Iowa shall be subject to a cap on the amount of Federal title XIX funding that the State

may receive on selected Medicaid expenditures during the demonstration period.

37. Budget neutrality is determined on an aggregate cap basis as follows:

a) For each year of the budget neutrality agreement an annual cap is calculated for the

entire Demonstration.

b) Years - 6-8 of the demonstration period have an annual cap determined by applying

a trend rate of7 percent to the previous year's cap.

c) The cumulative budget neutrality cap for the Demonstration is the sum of the annual

caps for the demonstration Period:

Demonstration Approval Period: July 1 , 2010 through December 3I,20I3
Approved June 2010
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Demonstration Year Annual Budeet Neutralitv Cap

sr"r 2011 $143.0 million

SFY 2012 $153.4 million

SFY 2OI3 5164.2 million

Cumulative Total $460 million

38. The Federal share of this limit shall represent the maximum amount of FFP that the

State may receive drring the approved demonstration period for the IowaCare program.

For each DY, the Federal share shall be calculated using the Federal medical assistance

percentage rate(s) applicable to that year.

39. CMS shall enforce budget neutrality over the life of the Demonstration rather than on an

annual basis. However, if the State exceeds the calculated cumulative target limit by the

percentage identified below for any of the Demonstration years, the State shall submit a

corrective action plan to CMS for approval.

Year Cumulative Tarset
(Total Computable

Funds)

Cumulative Tarset Definition Percentage

SFY2OI I 5731.2 million Years I through 6 combined budget
neutrality caps plus

0 percent

SFY2O12 $884.6 million Years 1 through 7 combined budget
neutrality caps plus

0 percent

SFY2O13 $1.0 billion Years I through 8 combined budget
neutrality caps plus

0 percent

The State shall subsequently implement the approved corrective action plan.

40. If at the end of this Demonstration period the budget neutrality limit has been exceeded,

the State assures CMS that the excess Federal funds shall be returned to CMS. If the

Demonstration is terminated prior to the end of the budget neutrality agreement, the

budget neutrality test shall be based on the time elapsed through the termination date.

41. After December 31,2005,no duplication of coverage of the Part D benefits shall be

provided under this Demonstration.

IX. MEDICAID REIMBURSEMENT AI\D FINANCE

42. Payments to providers for covered services will be based on claims submitted. The

payment will be made following guidelines of the regular Medicaid process. Claims

will be priced according to the approved Medicaid reimbursement methodology under

Demonstration Approval Period: July 1,2010 through December 31,2013
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the State Plan in effect on December 1, 2009 with the following exceptions and detailed

in Attachment2:
a) Payment rates for the government-owned acute care teaching hospital and the

University of Iowa Hospitals and Clinics shall be at the rates in effect on
November 30,2009.

b) Payment rates for FQHCs shall be according to the Medicaid physician fee

schedule in the Medicaid State Plan.

43. Non-Participating lJospital. Beginning October 1, 2010, the state may provide- limited
reimbursement to a hospital who is not a network provider for providing services in an

emergency situation in accordance with STC#27. Payment rates for Medicaid-certified
hospitals located in Iowa excluding a govemment operated acute teaching hospital and

the University of Iowa shall be at the rates in effect on June 30, 2010.

43. Medical Home. By October 1, 2010, the State shall establish a medical home model
within the primary provider network, including medical home certification requirements,
payment methods, provider performance measurement, and evaluation within the
Demonstration evaluation design. The State may require Demonstration I beneficiaries
who reside in counties within the service region of the medical home to utilize the
medical home prior to accessing specialty or hospital services through other network
providers. The State shall establish a per member per month payment of between $2 and

$6 for certified medical homes in the demonstration.

44.The State shall also submit a SPA effective Julyl,2010, to eliminate the Enhanced DSH
payments that were provided under the 1115 Waiver. All DSH payments to any

quali$ing hospital in the State of Iowa shall be paid through an approved state plan
methodology and not as part of this I115 waiver for Demonstration Years 6 through 8.

45. The State shall implement changes to its Medicaid Management Information System
(MMIS) to pay claims submitted by hospitals in the provider network, serving
IowaCare members.

46. All future SPAs that will affect any of the Demonstration Populations must be submified
to CMS 30 days prior to execution. Any Amendment submitted after this date shall
subject the State to defened FFP for Demonstration Population and service
expenditures.

X. OPERATIONAL ISSUES

47. Pursuant to Section II, paragraph 6, changes related to eligibility, enrollment, enrollee

Demonstration Approval Period: July 1, 2010 through December 31, 2013

Approved June 2010
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rights, benefits, delivery systems, cost sharing, evaluation design, sources of non-

f'ðderal share of funding, FFP, budget neutrality, and other comparable program

elements must be submitted to CMS as amendments to the Demonstration, following the

process set forth in section II, paragraph 7. The S_tate shall not implement changes to

these elements without prior approuafUy CMS. CMS and the State shall develop a

comprehensive list that shall .ãntuin all elements of the Demonstration that are subject

to the amendment process within 60 days of the approval of the Demonstration.

48. Goals for the Demonstration. The goals and performance benchmarks for the

Demonstration are as follows:

a) Increa.;e local access to primary and preventative c1e for Demonstration Population

I by expanding the provìder networkto include Federally Qualified-Health Centers.

nybctòUet t,},OtO, add at least one FQHC in the most underserved region of the

state. By December 1, 2010 submit a plan to CMS to phase-in additional FQHCs.

b) Decreasã hospital uncompensated care and medical debt burdens for Demonstration

population I by adding limited payment to non-network hospitals for emergency

treàtment when the mJmber is not able to access a network provider. By October 1,

2010 establish the requirements and protocols for payment to non-network hospitals.

c) By October 1, 2010 g5tublirh a medical home model within the primary provider
' 

nðtwork, including medical home certification requirements, payment methods,

providei performance measurement, and evaluation within the Demonstration

evaluation design. The specifrc goals of the medical home model are the following:

i. Establit three mãdical home sites in Demonstration Year 6 and by December

1, 2010, develop a plan for expanding the number of medical home sites

through the Demonstration period.

ii. By Oõtober 1,2010, establish minimum requirements for a medical home.

iii. Collaborate by participating in quarterly meetings with the Iowa Medical

Home Advisory Committee in developing the medical home model.

iv. Improve health care outcomes for members with chronic disease through

medical home care coordination and use of disease registries.

v. Decrease utilization of high cost and geographically difficult to access

specialty and hospital care through medical home care management'

vi. Add payment for peer consultation for medical home/specialty consultation to

reduce ihe need fór travel to the University of Iowa Hospitals and Clinics for

specialty care.

vii. Increase beneficiary self-management skills and primary care engagement.

viii. Implement at least one disease management program within each medical

home.
ix. By October l, 2010, establish a payment methodology for medical home.

x. ey October 1, 2010, establish performance measurements for medical homes.

xi. ny luty l,20il, develop a plJn for expanding the medical home model in the

full-benefit Medicaid Program.
xii. Include information on the above elements in

annual reports to CMS.

the required quarterlY and

d) Increase the adoption and meaningful use of Electronic Health Records and Health

Demonstration Approval Period: July I ,2010 through December 31,2013
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Information Exchange by primary network providers in the Demonstration,
i. By July 1, 2010, all primary network providers will either have an Electronic

Health Record, or will have a plan and timeframe for adopting an Electronic
Health Record.

ii. As a minimum requirement for all medical homes, the medical home site shall
have a disease registry in operation that it used to manage at least one chronic
disease.

iii. The State shall collaborate with the State's Health Information Exchange
designated entity to ensure that primary network providers are a high priority
for connecting to the State's Health Information Exchange.

iv. The State may facilitate the exchange of electronic information, as a transition
to the statewide Health Information Exchange, among network providers if
feasible.

v. By Year 7 of the Demonstration, network providers will be achieving
meaningful use and are connected to and utilizing the statewide HIE.

e) By January 1,2011, develop a quality assurance plan for the Demonstration. The
State will collaborate with CMS to select adult quality measures, means and
frequency of datalmeasure collection, and how the quality measures will be used for
program improvement.

Ð The State shall continue to provide coverage of smoking cessation drugs and
counseling programs and shall monitor usage and success of the programs in reducing
smoking among recipients of medical assistance and expansion population members.

g) The department of human services shall review the costs of transportation to and
from a provider included in the expansion population provider network under the
IowaCare program. The department shall report the results of the review to the
general assembly by December 15, 2010.

49. The State shall submit to CMS any plans for implementing continuum of care
mechanisms for this Demonstration including marketing, enrollee education, and
provider education prior to implementation.

50. The State shall submit the operations protocols for the Account for Health Care
Transformation and the lowaCare account.

Demonstration Approval Period: July 1, 2010 through December 31,2013
Approved June 2010
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XI. EVALUATION

51. Submission of Draft Evaluation Design. The State shall submit to CMS for approval

within 120 days from the award of the Demonstration a draft evaluation design. At a

minimum, thedraft design shall include a discussion of the goals, objectives, and

specific hypotheses that are being tested, including those that focus specifically on the

target populations for the Demonstration. The draft design shall discuss the outcome

m"ãsui"j that shall be used in evaluating the impact of the Demonstration during the

period of approval, particularly among the target population. It shall discuss the data

io*"., and sampling methodology for assessing these outcomes. The draft evaluation

design must include a detailed analysis plan that describes how the effects of the

Dcmonstration shnll be isolated from other initiatives occurring in the State, The draft

design shall identify whether the State shall conduct the evaluation, or select an outside

contractor for the evaluation.

52. Final Evaluation Design and Implementation. CMS shall provide comments on the

draft design within 60 dþs of receipt, and the State shall submit a final design within 60

days of receipt of CMS' comments. The State shall implement the evaluation design,

and submit to Ctr¿S a draft of the evaluation report 120 days prior to the expiration of
the Demonstration. CMS shall provide comments within 60 days of receipt of the

report. The State shall submit the final report prior to the expiration date of the

Demonstration.

53. Cooperation with Federal Evaluators. Should CMS undertake an evaluation of the

Demonstration, the State must fully cooperate with Federal evaluators and their

contractors' efforts to conduct an independent, federally funded evaluation of the

Demonstration.

Demonstration Approval Period: July 1,2010 through Decembet 31,2013
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Health Care Reform

To Do List

List of all the items that will need a full analysis of the bill, identification of questions, analysis of

implementing federal regulations and guidance as it is issued, decisions on what to do, lT and operations

analysis, new policy, operations and system design, implementation plans.

Ellglbility

o "Eligibility Gateway" - system for residents to apply for enrollment and receive eligibitity

determination in health subsidy, Medicaid or CHIP programs.

o Coordination of enrollment between Medicaid and exchanges through state-run websites. DHS

and Exchange coordinate enrollment procedures to provide seamless enrollment for all

programs.

o Single eligibility form.
¡ Potentially determine eligibility for tax credit programs.

r CHIP - evaluate need for tax credits if we exceed allotment

o Develop eligibility policy for Medicaid Expansion to t33% FPL (with 5% income disregard)

o Evaluate option to expand early

o Develop reports on changes in enrollment for CMS (RE newly eligible)

o Analyze Maintenance of Effort requirements in light of changing income standards

¡ Analyze the modified sross income standard and its applicability/impact to all eligibility groups,

and how the MOE requirement affects them.

o Extension of foSter care to age 25

¡ Evaluate State Plan option for Family Planning Waiver prior to the time we need to start the

waiver extension process.

o Understand impacts of changes for legal immigrants

o CHIP - children of public employees eligible for CHIP

o Allow hospitals to do presumpt¡ve eligibility determination for ALL Medicaid programs

o Determine the extent to which the 'exchange' determines eligibility

o Requirement to apply spousal impoverishment

o No cost sharing in HCBS

Benefit Package/System Capacity

o Develop a new benchmark benefit package for nonpregnant adults (newly eligible).

o Transition of lowaCare members



o Medicaid provider capacity

o IME impacts due to increases in population/volume

o Medicaid system ability to manage cost of health care utilization of new enrollees, provide

health literacy information, manage care.

o Evaluate and take advantage of oppoftunities/impacts for mental health system due to new

coverage

o Evaluate impacts to CHIP

o No payments for health care acquired conditions - what are they, how will we implement

o States must contract with one or more Medicare Recovery Audit Contractor

o Submit data elements from MMIS needed for program ¡ntegrity, program oversight and

atllrrilristr atiurr

o New requirements on termination of providers.

o Registration of clearing houses

o New provider disclosure requirements

Financing

o Evaluate fiscal impacts of the eligibility changes

o Are lowaCare members 'newly eligibile' and eligible for I00% federal match?

o Woodwork effects

o Fiscal impact of converting lowaCare to new program

o Determine impact of Disproportionate Share Hospitals changes and impact to lowaCare

¡ lowaCare timing gap (ends June 30, 2013, new program starts January L,20L4l
o Drug rebate changes - need more info from CMS - analyze fiscal impact lD options to replace

lost savings

o Drugs - UPL change - amend IME processes

o Medicaid payment rates for primary care increase to 100% of Medicare for primary care services

o 60 day overpayment rule change - amend IME processes

o 'Cost impact for implementation (field, lME, etc)

o Required coverage for tobacco cessation

o Required coverage for free-standing birthing centers

o Children/hospice policy change

o New health care quality measures

o lncrease in FMAP to rebalance NF and HCBS

Opportunities to be evaluated:

. Bundled payment demonstration in up to 8 states



o Global capitated payment demonstration for safety net hospitals

o Adds payment reform models to list of projects for Center for lnnovation including rural

telehealth expansions and development of rapid learning network

¡ 3 year demonstration project on IMD reimbursement for adults in need of medical assistance to

stabilize an emergency psychiatric condition.

o Funding to develop and implement one or more evidence-based maternal infant and early

childhood visitation models.

¡ Grant program for operation of school based health clinics in medically undersenued areas

(begins 2010)

o Demonstrat¡on project to allow pediatric medical providers who meet certain criteria to be

accountable care organizations. Allow partlclpatlng provitlels [u slr¿re in federal altd state cost

savings achieved for Medicaid and CHIP. S

o Preventive services -lloincrease in FMAP

r Grants to states to collection d report health care quality data for Medicaid adults.

o New state plan option for beneficiaries with chronic conditions to designate a health home.

Medicaid enrollees with at least one serious and persistent mental health condition qualify to

receive services under the option.

o lncentives for enrollees for healthy lifestyles, etc

o $75M for 8 demo states to expand the number of emergency inpatient psychiatric care beds.

o State plan option for community based attendant supports for persons with disabilities and

. 
r"u, institutional level of care, includes 6% increase in FMAP



NÁSff
Natisnal Association of State Medicaid Directors

an affiliate of tfre American Public ices Association

Summary of Provisio id and SCHIP
in the Patient Protection (P.L. 111-148)

as Amended by the on
Ltt-1,52)



TITLE I- QUALITY, AFFORDABLE FIEALTH CARE FOR ALL AMERICANS .....4
Subtitte E- Affordable Coverage Choices for All Americans ............'....... 4

Sectioir l4I3 - Streamlining of Procedures for Enrollment Through an Exchange

and State Medicaid, CHIP, and Health Subsidy Programs ......................' 4

TrTLE tr-ROLE OF PUBLIC PROGRAMS............... ................ 4

Subtitle A-Improved Access to Medicaid............... .".'..'.........4
Section 2001 - Medicaid Coverage for the Lowest Income Populations................... 4

Section 2002 - Income Eligibiiity for Nonelderly Determined Using Modified Gross

Income...... ......::r:'....'.. ..'...'7
Section 2003 - Requirement to Offer Premium Assistance for Employer-Sponsored
Tnsurance ":ì;""""""' """"'7
Section 2004 -Medicaid Coverage for Former Foste¡,Cäê'Chit¿ren....................... I
Section 2005 Payments to Temitories ......::'....'....;:;l;.,,...."..'....".'.'.'...'." 8

Section 2006 Special Adjustment for FMAP Dplermination for Cêr[ain States

Recovering from a Major Disaster.................:;:.. ..'..".',.':.:::..,-,.........'......... 8

Section 2007 Medicaid lmprovement Fund'Rescissioh."........."......,...;:::;.'-;;."'.'..".. 8

Subtitle B- Enhanced Support for the Children'È:ltg,alth Insqrance Program................ 8

Section 2101 Additional Federal Financial PartiCiþation for CHIP ......... I
Section 2102Technical Correctiq+s ."..:l:r.,:i.,,.'.... ..'..'...'....'.."..9

Subtirle C - Medicaid and CHIP Enrþllm.,g¡rt Simplificatió.n,,,,......... ............9
Secrion 220t - En¡ollment Simplifiiaitqn'aqd Coordinâtiöir with State Health

Insurance Exchanges .....r.........:;i;;j,;.i.....-.......:r................ ........ 9

Section 2202 - Permitling Hospitals tö Make Prèsumptiïe Eligibility
Determinations forAiljMedicaid Eligiblê Populationò ........ 10

Subtitle D - Imprgv,ements ia,Me¿icai¿ Servicãs .................... 10
: -! iì- -- i,'1.-. ----r-:::'rl-------- --i :, -- --- -' - -it!

Section 2301'" €övgrage f(r¡ Freestandin$'Bi¡th Center Services ..'.'.... 10
'ii!i. - i':'

Section 2302 - Con'iúrrent,Care f.qf Child¡en in Hospice .... 10
l: r ;.¡:., ; ¡., i : i ! .

|igibility Optioq: for Family Planning ServicesSection 23!3:- S,tate EligibilitÏ Optionìfor Family Planning services
Sectlon' 2304 := Clarificatioh, of Defînition of Medical Assistance

"3 
eó'ï'ìon 2401 - iomnir¡nitv Ëioid"Òttoice option. - ....... .........

Sectioþ 2+02 - RemòV.al of Barriers to Providing Home and Community-Based

Service'S....Ì................ j,:;'.............. ...." 11

Section 2403'ìi Money.Ëotlows the Person Rebalancing Demonstration .................12

Section 2404 *-;Proleciion for Recipients of Home- and Community-Based Services

Against Spousa!:mipoverishment.-......... ........... 12

Subtitle F - Medieaid Prescription Drug Coverage.. ................ i2
Section 2501 - Prescription drug rebates '."........ 12

Sec 2502 - Etimination of Exclusion of Coverage of Certain Drugs....."...'..'....."". 13

Sec 2503 -Providing Adequate Pharmacy Reimbursement"....... ........... 13

Subtitle G - Medicaid Disproportionate Share Hospital Payments.. .....'.'.. 13

Section 2551 Disproportionate Share Hospital Payments ..'.....'...........'. 13

Subtitle H - Improved Coordination for Duai Eligible Beneficiaries .......................... 14

Section 260I - 5 year period for Demonstration projects. ....14

10

11

11

11



Section 2602 - Providing Federal Coverage and Payment Coordination for Dual

Eligible Beneficiaries.............. "."""' 14

Subtitle I - Improving the Quality of Medicaid for Patients and Providers ................. 14

Section 2701 Adult Health Quality Measures '...14
Section 2102 - Payment Adjustment for Health Care-Acquired Conditions............ 14

Section 2103 - State Option to Provide Health Homes for Enroilees with Chronic

Conditions ..'..14
Section 2704 - Demonstration Project to Evaluate Integrated Care Around a
Hospitalization ...........
Section 2705 - Medicaid Global Payment System Demonstration Project

Section 2706 - Pediatric Accountable Care Organization pemons.çration Project...

Scction 2107 - Medicaicl Eme.rgency Psychiatric Demo¡siiation Project'...'.'....'.'..
Subtitle K - Protections for American Indians and Alaslø Nu!:qqf

Section 2g0l -Special Rules Relating to Indians."..:;;,-.'......).::-Ì;'...'........

TmLE IV-PREVENTION OF CHRONIC DISEASE"ANE IMPROV- Ð{G PUBLIC

HEALTH.. '.......¿.':'-....... """.';.r',....'.
Subtitle B-lncreasing Access to Clinical PréVentive Services.'.""..,....:....'.;;.."..'..'...

Section 4101 - School-based health centers'):,.'.;..-....'.;...1..-...'..'........"....-:i'1.'........,..'

Section 4102 - Oral healthcare prevention activities':':.'....':.
Section 4106 - Improving Access to Preventive Serv.ices for Eligible Adults in

Medicaid ..'..;...'."...'......,:.ì:'....'...,...'...'......,t..,i,.'.'...,.""'
Section 4107 -Coverage of Comprehensive Tobacco CéÁ3atión Services for

15

15

15

16

16

16

I6
16

16

16

T7

Pregnant'Women in Medicaid ...........'.........:..:..,'....:"...'.,¡.,"....
Section 4108 - Incentives for Prevention of ChronicDiseases in Medicaid. ...........

TITLE VI-TRANSPA'ßENCY AND PROGRAM INTEGRITY . ". "' ". .''''
Subtitle E-Medicare, MeäiEaid, and CHIP Program Integrity Provisions

Section 640l,,ilProvider sciéåning and other.en¡ollment requirements under

Medicare, Medicaìd, ànd GHIP,...::.............
Section 6402:-.Enhanc.¿d,Medicare and.Medicaid program integrity provisions.....

Sectiôn 6403". Eliminaiion of dupücáiiôn between the Healthcare Integrity and

Pròtection Data Bânk and theíNational Practitioner Data Bank.
: -t: i,.

Subtitie F-Additional Medicaið Program Integrity Provisions
Section 6501 - terminàtion of provider participation under Medicaid if terminated

under Môdicare or othei State plan.

Section 6502 -,.Medicaià exclusion from participation relating to certain

ownership,coñtròI,,and management affiliations..'.......".. ............'.'......' 19

Section 6503 - Rilling agents, clearinghouses, or other altemate payees required to

register under Medicaid ..'..'...'....'.'...20
Section 6504 - Requirement to report expanded set of data elements under MMIS to '

detect fraud and abuse........ .'.'.."....'..20
Section 6505 - Prohibition on payments to institutions or entities located outside of
the United States ."....-....'20
Section 6506 - Overpayments............ '..'............20
Section 6507 - Mandatory State use of national correct coding initiative... .............20

t]
T7

11

t7

fl
18

t9
19

t9



TITLE I- QUALITY, AFFORDABLE HEALTH CARE FOR

ALL AMERICANS

Subtitle E-Affordable Coverage Choices for All Americans

Section l4L3 - Streamlining of Procedures for Enrollment Through an Exchange

and State Medicaid, CHIP' and Health Subsidy Programs

Directs HHS to establish a system where individuals can apply for Medicaid, CHIP, tax

credits for individual coverage through the exchange, or a State Basic Health Program for

Residents Ineligble for Medicaid (created under the authority of $eetion 1331). The

sysrem musr ensure that if individuals who are eligible for Mediöaid oi CHIP apply for

táx credits in the exchange, they are enrolled Medicaid/CHIP iriÈ!e,$

iì.

TITLE ll-ROLE OF PUBLIC PROG'RAMS "'" ,

Subtitle A-lmproved Access to llledigaid' ''l'. 
,, , '

',''',..,.."'" '. :

Section 2001- Medicaid Coverage for the Lowest Income Populations
Elíqibilit.tt :::..

Creates a mandatory eligibitity group that,expands Medicaid"to !3,)Vo of Federal Poverty

Level (FPL) for all individuals, without regárd:,to categorical dgibiiity, effective January

l,Z0l4. Excludes people who are eligiblé for Medicaid throut¡h another mandatory

eligibility group, who are çntitled to Medicare. Part A (regardless of whether they are

enrolled) or who are en¡ólled,ià Medicare Part B. S¿c. 1004 of the Reconciliation Bill
amends this group lo ihclude àn income disregard based on the dollar amoltnt of 5Vo of
the l33Vo rFrut¡e1... ,r,.:,. ),i

'\ r-.:.,... . -r., . 
'. ',.. -.. ,-.!

The Bilt also lncräases the'máirdatoiy income eligibility level for children age 6-19 to

l337o FPU itrésä ildividuals iyËfunded with the State's regular FMAP.
: /. ..,., .,¡;. ,..., ,.,

Allóws ,iât., the option to äxpand.coverage to the 1337o FPL group earlier, beginning

April 1, ZbfQ1øs amended,by Seciion 10201). States that expand prior to 2014 have the

option to phasi:-incoveragè, þrovided that individuals with higher incomes are not

covered prior to:individu4ls'with lower incomes and that parents do not receive coverage

unless their childràn are-'ðovered. Prior to 2014, states would receive their normal FMAP

for individuals coverêd through the l33Vo group. Additionally, because this is an

"expanded group," siates would not receive the higher FMAP from the American

Recovery and Reinvestment Act for this population.

Additionally, States have the option to expand coverage above I337o of FPL up to the

highesr income eligibility level in the State's Medicaid program (either through the State

plan or a waiver). If a state chooses to expand beyond 1337o FPL, it can phase-in

coverage based on either income level or categorical groups. However, the state must

provide coverage to individuals with lower income before it expands coverage to

individuals with higher income within the same category.
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States that aliow presumptive eligibility under Section t920 ot I920A' may provide

presumptive eligibility for the 133Vo group or for individuals eligible through Section

1931.

Services
The service package for the 133Vo group is the Benchmark Benefits Packages, created by

rhe DRA, as defined by Section 1937 of the Social Security Act. States would not

receive funding for services provided beyond those included in the Benchmark Benefits

Package. Some individuals who enroll in the 1337o group are excluded from the

Benchmark Packages, such as individuals with disabilities, and wöîid receive full
Ir4edicaid Bcnefits. On January I,2014, Be.nc.hmark plans are;::expanded to include the

essential health benefits package defined in Section 1302.qf the,$pt, and are required to

have mental health parity. Thé "essential health benefits::Þackagð': r¡/ill be defined by

HHS, but it must include at least: :

. Ambuiatory patient services; . ,'

. Emergency services; .,. 
:' -t - ;:,:,,

. Hospitalization; '

treatment; ; :r. .

. Prescription drugs; ' 
..1'. ''t' : ,"t, .. '

. Rehabiiitative and habilitative seivices'a4{ äeviges;

Fundirt'g:. ' '''t,. 'i,¡:',,'
Provitles ìhcreased Fedeial Medical,Assistance Percentage (FMAP) to cover the costs of
the newli:ðiþble individuals. Sec. I20l of the reconciliation bill (H.R. 4872) modifies

the FMAP p;la1t4¡ons to the final policies described in thts document. States will receive

the following f'MÀp for "riewly eligible individuals" (defined as individuals older than

19 who are not eligible fór Medicaid through the state plan or a waiver on the date of the

bill's enactment):'..i"'

. , Maternity and newborn care; : :,:.,.

. Mental health and substance use disorder servicos,,including behavioral health

Calendar Year FMAP for Newlv Elieibles
2014 l00Vo

2015 100Vo

2016 I00Vo

20t7 957o

2018 94Vo

2019 93Vo

2020 and beyond 90Vo



Defines expansion states as states with existing coverage for parents and non-pregnant

childless aduits with incomes up to at least 100Vo FPL that provides more benefits than

premium assistance, hospital-only benefits, a high deductible plan, or health opportunity

accounts. The bill gradually reduces expansion states' share of costs for individuals

described in the I33Vo group that the state covered prior to the act. The formula for the

reduction in state share is based upon the calendar year FMAP for newly Eligibles, and

the "Transition Percentage" for that year. The formula is:

New FMAP - (State's Base FMAP) + [(Transition Percentage) x
(FMAP for Newly Eligibles - State's Base FMAP)I

The Transition Percentage for each year ìs:
.:..;' l.:

Calendar Year Transition.Pêîbentafe '

2014 50Vo

2015 60Vo .t,"

20r6 7jVa': ''

2017 80Vo

2018 9ÙVo

2019 andbeyond t007o
',ì..l.

As an example, the 2015 FMAP for individuals in an 
"*punriòá,ìtáte 

with 54VoFMAP

that enroll in the I33Vo group would become: ' 
'1,. ,, i

New FMAp =. 
(Stái":r'Bur" ffr,fapl + ( (Transition Percentage) x

, i¡ir4ef for'Newly Eligibles - State's Base FMAP) )

New FMAp'= (5a) + ((óql x (i00 - s4))
New FMAP = 81'',6Vo .: ' .'

..,.... I 
.. 

..,,,..:,:. .,,'.;.

Maintenance o-f E oit '' :' " .,:i;,.,.

States a¡e not permitted go.have eli$bility standards, methodologies, or procedures under

the Medicâid State plan or through.any waiver that are more restrictive than the eligibility
standards, iryrethodologies, oi'procedures, respectively, under the plan or waiver in effect

on the date of'enàctment. The maintenance of eligibility lasts until the establishment of
the exchanges for adqlts,.oÌ until October 7,2019 for children. Between January 1,2011
and December 31, 20'i3;i states that have expanded coverage to non-pregnant, non*

disabled adults above7337o FPL can reduce the FPL to 133Vo if they certify that the state

is experiencing a budget deficit. States can also transition individuals from waivers to the

state plan, or can expand coverage, during the period when the "maintenance of
eligibility" is in effect.

Annual Report
States are required to submit annual reports on Medicaid enrollment, broken out by
different etigibility categories and populations. States must also identify newly enrolled

individuals, and a description of outreach activities. The Secretary may also require

additional reporting to monitor en¡ollment and retention.



Section 2002 - Income Eligibility for Nonelderly Determined Using Modified Gross
Income (As ModifTed by Sec. 1004 of the Reconciliation Act)
Beginning January I,2014, the bill requires State Medicaid agencies to use "Modified
Adjusted Gross Income" to determine eligibility for most Medicaid beneficiaries. MAGI
is defined as "adjusted gross income increased by any amount excluded from gross

income under section 911, and any amount of interest received or accrued by the taxpayer
during the taxable year which is exempt from tax." States will be prohibited from
applying income disregards when determining eligibility, premiums or cost-sharing
(except for the income disregard included in Sec. 1004 of the Reco¡ciliation bill). The
MAGI will also be used to dãtermine premium and cost-sharingiê:{irir,gments. Requires
stafes to estahlish an "equivalent income test" to make sure thât no inclividuals lose

eligibility due to the transition to MAGI and allows HUS.to.Waivê provisions of Title 19

(Medicaid) and27 (CHIP) of the Social Security Act in ôider to imi)lement the equivalent
income test. If an individual does lose eligibility due.tö,¡þe eliminatiqn gf disregards or
the transition to MAGI, the person is grandfathereá into Medicaid until the later of March
31, 2Ol4 or the next regulariy scheduled eligibi y, redetenp¡nation. the b:iltr,aiso

prohibits states from applying asset tests wheh dètermining:êligibility of individuals.
' '.;': ¿;)

Excludes the following groups from the MAGI, and aiiorys'states to apply income
disregards and asset tests to individuals.in these groups: 

'11,,.,,. Individuals eligible for Medicaid through,another prðg¡aøi such as SSI, Child
Welfare, or another program that establiShes Medicaideligibility external to the

Medicaid agency; . .. Individuals age,65:¿iÍdjolder;
. Individuals whö are eli'gible for Medicaid because of blindness or a disability;
. Individuals'éliþiþle for Medicaid as "Medically Needy"; and
. Individuals eligibig:rgJ vgn¡ç3ge Çosl Sharing (Medicare Savings Plan).

..:: : -:. ... i i;, r '"'!,; i,: i: i'

Also exgiúded frornMACt and !¡g asset reràoval provisions are determinations of
eligibifí,ry for Long-term Care, dnd:Statp determinations of eligibility for Medicare
prerriiuni'iãnd cost-sharirìg subsidies;under section 1860D-1 of the Social Security Act.
The State'may also rely on,tÎie findings of an "express lane agency" to determine
eligibitity roi ufjlia. j' 

,,t
Section 2003 -Riiquiremént to Offer Premium Assistance for Employer-sponsored
Insurance ,'ì.,'

Section 2003 (as amènded by Section 10203) amends Section 19064 to permit states to
offer premium assistance and wrap-around benefits to all Medicaid beneficiaries, when it
is cost-effective to do so'. Individuals are not required to enroll in employer-sponsored
plans and can disenroll from coverage at any time. Section 19064 requires states to pay
premium and cost sharing amounts that exceed the limits placed on premiums and
nominal cost-sharing in Medicaid.

I 
Sec. 2003 requires states to offer premium assistance; Sec. 10203 strikes the language creating the

requirement and retains the policy as a state option.



Section 2004 - Medicaid Coverage for Former Foster Care Children

Section 2004 (as amended by Section 10201) establishes a new mandatory categorical

eligibitity group, effective January t,2074. This group is comprised of individuals who

are under age26 who are not eligible for Medicaid through another mandatory eligibility
group (except for the I33Vo expansion); and who were in foster care and enrolled in

Medicaid on the day that they turned 18 (or the day that the individual turned whatever

age individuals age out of foster care in the state). This group is exempt from mandatory

enrollment in Medicaid Benchmark Benefits packages. Furthermore, if an individual

simultaneously qualifies for this group and for the 1,337o expansion group, the state must

enroll them into this categorical group 
.:., 

:,, ..

Section 2005 Payments to Tcrritoriet -"-,.
Increases the spending caps for the territories by 30 perce¡i and tÈg.applicabte FMAP by

five percentagá points - to 55 percent - beginning oq {a¡u4ry 1, 20i.i,,and for each fiscal

year thereafter. Beginning in 2014, payments made tõ thê territories with respect to

amounts expended for medical assistance for newly eligible individuals wql¡Jd not count

against the spending caps.

maJor,

Subtitle B- Children's Health
Insuranc,)éi eiij/grgy' iìi 

l:,,' 
-''' ii i:il,i"

,',.': ..'.t.. 'Il.i ìi

Sectiol¡' 2L0 1 Additioùâi F.durul Ëinancial Participation for CHIP

nxten¿ì nie current reautüoiization;þeriod of CHIP for two years, through 9130/15.
'',:t'., ti

States would be iêquired tQ:ihaintain income eligibility levels for CHIP through

September 30, 2019Ì Fr.çrti fiscal year 2076 to 2019, States would receive a23 percentage

point increase in the''CHIP match rate, subject to a cap of 100 percent.

After October 1, 2013, the enrollment bonus payments for children ends.

Children who can't enroll in the Children's Health Insurance Prograrn (CHIP) because

allotments are capped are deemed ineligible for CHIP and, therefore, eligible for tax

credits in the exchanges.

Precludes transitioning coverage from CHIP to the Exchange without Secretarial

certification.



S ection 2102 T echnical Corrections

Makes a number of corrections to the CHIPRA legislation passed onZl4l2009. The

changes are retroactively effective upon the date of CHIPRA enactment. Changes

include:
. Adjustments to CHIP allotments (for FY10) for states with previously approved

Medicaid expansions effective January 1,2006, that provide coverage for
children from birth through age 5 in families up to 200 percent of the poverty
iine;

o I technical correction to lawfully residing immigrants in section 605 of
CHIPRA;

. Makes adjustments to the Current Population Survey esíimàtes used to identify
"high performing" states trnder CHTPRA; anrt ,",,'t'..i .

. Ensures that alternative premiums/cost sharing ptq,oiii¡t¡s,in Medicaid do not

supersede premium and cost-sharing protections'f'5¡ Native: Arnericans.

Subtitle C - Medicaid and CH\P Enrcllment" Simplific:attion
, ,¡ì'i,.

Section 2201-Enrollment SimplifTcation and CoOrdiqatibn with State llealtft
Insurance Exchanges ti.-1,'..,

Beginning January 1,2014, as a condition of receiving any [-FP for Medicaid, the bill
requires states to: i,..';, i.., ..'

. Establish a process to allow individuâls to apply for, enloll in, and renew their
enrollment in Medicaid through a website. Tþe websitè must be linked to the

exchange and CHIP,..The website must also allow individuals who are eligible for
Medicaid un¿ fott*:c-¡èdits in the exchange to compare the available benãfits,
premiums gril ógst sharipg for each private plan with Medicaid;

. Accept Médicaid and CI{P eligibility determinations made by the exchange, and

enroll individuals deterrhined eligible þy the exchange without any further
determiùAtion;. 

''l ,ì"",. ;' . ,

. Derermine eligibility âid enroll individuais in a health plan through the exchange
. (.without any additíonal aþp,tíbati'on), and establish eligibility for premium

àss'istance credits, for indivjdüals who apply for Medicaid or CHIP and are

determi4ed ineligible- Statès must also ànsut" that these individuals receive

information about ccjst-sharing credits ;

. Ensure thât the exchange, Medicaid and CHIP utilize a secure electronic interface

sufficient to'allow for a determination of an individual's eligibiiity and enrollment
for any of those programs;

. Coordinate medical assistance provided through CHIP or Medicaid with any

coverage provided through the exchange, when individuals are en¡olled in
Medicaid or CHIP and a qualified exchange plan; and

. Conducting outreach and enrollment efforts to venerable populations, including
children, unaccompanied homeless youth, children and youth with special health

care needs, pregnant women, racial and ethnic minorities, rural populations,

victims of abuse or trauma, individuals with mental health or substance-related

disorders, and individuals with HIV/AIDS.



The biil ailows State Medicaid and CHIP agencies to enter into an agreement with an

Exchange to determine whether a State resident is eligible for premium assistance tax

credits so long as the agreement meets such conditions and requirements as the Secretary

of the Treasury may prescribe to reduce administrative costs and the likelihood of
eligibiiity errors and disruptions in coverage.

The bill requires State Medicaid agency and State CHIP to participate in and comply with
the requirements for streamlined enrollment procedures between Medicaid, CHIP and the

Exchange.

Finally, this section clarifies that none of the changes to the eligibility and enrollment
procedrrres would alter state requirements to assess eligibiligy. för HCBS.

Section 2202 - Permitting Hospitals to Make Presumptive Eligibility Determinations
for All Medicaid Eligible Populations

Beginning January I,2014,states may permit any.;hospitai participatinþ in Medicaid to
determine presumptive eligibitity for all Med-icaid.categories (not just the cuirent groups

rhat aliow presumptive eligibility). The presumþtïve qligl.bltity.determinations made by
hospitals will have the same requirements that apply to:cûnent presumptive eligibility
processes. Payments made for medicgl assistance during the presumptive period are not
subject to review for improper paymeir.ts,b,qsed upon state e1i'gibjlily determinations.

.i

Subtitle D - Improvements to'Medþaid,Serwðes',r ..',,;t' .. -. '' -,:]

Section 2301 - Coverage,fòt,f;aeestanding Birth Cenfer Services

The bitl establishes carþ provi¿êë.in free-stanïing birth centers as a mandatory Medicaid
service. Free-stantjinþ þi4tr ""dr.rs 

are defineii'as,health centers that are not hospitals,

where childbirth is planrÍé-d po ,qcCu¡r,41yay from.the pregnant woman's residence, that are

licensed or otheiwise approüËd,by thê';Staieité provide prenatal labor and delivery or
postpar.t{m ¿aró an¿ othã¡ ambulátgry services that are included in the plan, and that
compli. ùith any state:dgfined reqiliremênts relating to the health and safety of
indi'vidua.fs,",,. ..,,,,.,. r.'

Section 2302'- Concurreit.Care for Children in Hospice

ln Medicaid and ClilP, if a ôhild elects to receive hospice care, the bill allows continued
payment for other ntd¿iôai¿ services, including those that treat the terminal condition.

Section 2303 - State Eligibility Option for Family Planning Services

Creates a new optional eligibility group with a limited service package. Individuals
eligible for this group are people who are not pregnant and who have incomes below the

highest eligibility level for pregnant \ilomen in Medicaid or CHIP; the state also has the

option to transition individuals from a family planning waiver to the new optional
eligibility group. The service package is limited to family planning services and supplies

described in section 1905(aXaXC) inciuding medical diagnosis and treatment services

that a¡e provided as part of family planning services. States can allow presumptive
eligibility for individuals through this group. If a state provides presumptive eligibility,
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the service package is limited to family pianning services and supplies described in

secrion 1905(aXaXO with the option to provide (or not to provide) medical diagnosis

and treatment services that are provided as part of family planning services.

Section 2304 - ClarifÏcation of Definition of Medical Assistance

Amends the definition of "medical assistance" in Section 1905(a) of the Social Security

Act to include both the payment of part or all of the cost of care and services or the care

and services themselves, or both.

Subtitle E - New Options for States to Provide l=gng'Term
Services and Supports '' "

Section 2401-Community First Choice option - ":t;"':"''"" -

Creates an additional mechanism to provide HCBS through ,n" t6¿è::plan. States could

provide HCBS to individuals eligible under the state Þldn whose inco'iñádoes not exceed

150 percent of the poverty line, or, for individua-ls who meet nursing hom-d:lerrel of care

,"quLr*"nts, up tó the income level applicablð for" an individual who has been

deiermined to rãquire an institutional level of care tQ:be e-ligibtre for nursing facitity
services under the State plan. States that elect to inciùdä the community first choice

option would be eligible for a 6Vo nMAf j.lcrease for service¡ lrovided under the option.

: ,. i.;'

A srate that elects to include this option gnist:iestablish and.óttåUotut" with a
deveiopment and implementation councili;proviþe tlesq -s,qrVices state\Ä/ide, in a
consumer-directed fashion,,and deliver servicçS in the mÔst.integrated setting based upon

the individual's needs; *äitit¿i¡ or exceed the'prior yeaf s level of expenditure for
services to people yith,disabilitíçp and the elde.¡ly through 1905(a), 1915, 1 115 (or

another mechanisrh) diiring the füst full year of iríþlementation; establish a statewide

quality assurance system;'ãr¿ poiiäct nld ryqqri information that HHS deems necessary

to provide.oVersight and eíalua[ion of'thê Sérvices provided.
,.:;i,.

'I ' j,'

Detøy'iti Conununity First ChoícòiUption. The Reconciliatiott BiIl Postpones front
Octobei 1,2010 until Oòtober I,2AII the ffictive date of the optíon establishedfor

State Meàiiaìd,programs to"cover attendant care services and supports for individuals

who require àn i11li,tutiona.l,.level of care

Section 2402 - Rèi,novái"of Barriers to Providing Home and Community-Based
Services ..''

The legislation requires HHS to promulgate regulations that support flexible, consumer-

oriented HCBS services funded by both Medicaid and other sources.

This section also modifies the 1915(i) benefits package that was created by the Deficit
Reduction Act. Major changes include:

. The option to simultaneously enroll individuals in 1915(i) and

1 9 1 5(c)/1 1 1 5/1 9 1 5(d)/1 9 1 5(e) HCBS services;
. Increasing the income limit to 3007o of SSI fo¡ individuals concurrently enrolled

in a 1915(c) waiver;

11



. Removing the option to limit en¡ollment in the option;
n Removing the option to waive statewideness;
. Allowing states to waive comparability;
. Removing the option to limit the time period that individuals remain in the benefit

after a change to the needs-based criteria. Individuals who lose eligibility due to a
change in the criteria would remain eligible for services until they no longer meet
the needs based criteria that they were initially admitted though;

. Creating a new optional eligibility group where individuais become Medicaid
eligible through the 1915(i) waiver (similar to the special income group for
1915(c) waivers); 

....,.. Allowing states to target specific populations and to chanþðrthe amount, duration
and scope of services for different populations. If a ptafe chooses to adopt this
provision, it will be effective for five years, with ongóiäg f,ive-year renewal
periods; and , .:, ',ì.1, 

,.

. Adding the "other" services to the allowable benefifu packagesi states can use
"other" to craft flexible benefits packagesrsimitar'io the option'in'1915(c) waivers.

, .:,: 
' 

,t' .''
Section 2403 - Money Follows the Person Rebäláhcing Démonstration ; ,.

Amends the Deficit Reduction Act of 2005 to: (1) ex.taid,,through FY2016 the Money
Follows the Person Rebalancing Demonstration; and (2) ¡éduce the residential stay
requirement from 6 months to 90 days, ',. ,..:,,, ..,...'-
Section 2404 - Protection for Recipients of Hôme- and Co¡hmunity-Based Services
Against Spousal Impove$ghment
For a five year period béginning on January !,2014, states are required to apply the
spousal impoverishmeiit rules'in Section 1924 of the Social Security Act to individuals in
institutions and to'índividuals irì- dome and community based services provided through
sections 1915(c), 1915(d); 19f 5(l),or 1115 o_f tþe socál security act. Currenrly, srares are
required to apply the spousal'.iinpovèrishment rules to individuals in institutions and have
the option to apply spousal iripoverishment rules to individuals in home and community
based services. At the'end of the five year period, the requirement ends and states will
have the option to apply spousal impöverishment to homè and community based services.

Subtitle Fr Medicaid Prescription Drug Coverage

Section 2501- Prèscriptiôn drug rebates
Would apply to manáged care organizations. The rebate amounts would be increased
with the minimum rebate percentage for single soulce and innovator multiple source
drugs going from 15.l7o to 23.L%o and from lITo to l37o for generic drugs. The rebate for
clotting factors and outpatient drugs approved by the Food and Drug Administration
exclusively for pediatric indications would increase to i7.1 percent.

Drug rebates for new fonnulatíons of exístíng drugs. Under the Reconciliatiott Act, for
purposes of applying the additional rebate, na.rrows the definition of a new fonnulatiott
of a drug to a line extension of a single source or innovator ntultiple source drug tlmt is
an oral solid dosage fonn of the drug.
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Sec 2502 - Elimination of Exclusion of Coverage of Certain Drugs

Eliminates the exclusion from Medicaid coverage of (thereby extending coverage to)
certain drugs used to promote smoking cessation, as well as barbiturates and

benzodiazepines.

Sec 2503 -Providing Adequate Pharmacy Reimbursement

This section changes the federal upper limit to no less than 175Vo of the weighted average

(determined on the basis of utilization) of the most recently reported..rnonthly average

manufactured price. ,z:,.;' 
' 
' ,

Subtitte G - Medicaid Disproportionate Shârè'Hogpital Payments
..._i .,,,. ,.

Section 2551 Disproportionate Share Hospital Payments

If you are a low DSH state and you have not spe-nt more than 99.90 peróenl of the DSH
allotment for your state on average for the pe¡iod,of fiscal years 2004-2008;:?S 6f 9ß0/09
your applicable percentage is 25. If you are a low::DSH statäand you have Spènt more
than 99.90 percent of your DSH allotments on average;fof the period of fiscal years 2004-
2008 as of 9130109 your applicable percentage will be i7.5.,,, If you are not a low DSH
state and you have not spent more thañ 99-:90 percent of thb:DSH allotments on average

for the period of fiscal years 2004-2008 a$ of 9l?91A9 your percentage will be 50. If you
are not a low DSH state and you have spent moig th,a4 99.90 pðrcent of the DSH
allotments on average for the period of fiscal yéars 2004-2008 as of 9/30/09 your
percentage is 35. 

, i... 
'lll.'i:' 

, 
'',.1, 

i

Thereafter the shte'ii dSfI aitotirüent would be'ieduced using a calculation based on

further reduction in the'iate of,uiinsr¡ryd,your percentage wil ¿iffer whether you are a

low or high 'p$H s!a!9 and''whelher yoü trave spent more or less than 99.90 percent of
your DSH allotment. 'ì li,ì i,

I i¿

If yôu are à low DSH ståte and yoqtrave not spent more than 99.90 percent of your DSH
allotment youwill receive a27.5 percent reduction. If you a¡e a low DSH state and you
have spent mbre than 99.9Q þercent of your DSH allotment you will receive a 20 percent
reduction. If yciu à9,not a;low DSH state and you have not spent more than 99.90
percent of your OSlt'al!ótment you will get a 55 percent reduction and if you are not a

low DSH state and you have spent more than 99.90 percent of your DSH allotment you
will get a 40 percent reduction.

A state's DSH allotment would not decrease by more than 50Vo of the allotment in20l2.

Any portion of the state's DSH allotment that is currently being used to expand eligibility
through a section 1115 waiver is exempt from the reductions.

Gives Hawaii special rules for their Medicaid Disproportionate Share Hospital (DSH)
allotment.
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Dísproportíonate share hospitøl pøyments. The Reconcíliatton Act lowers the reduction
infederal Medicaid DSH pøyments from $18.1 billion to $14.1 billion and advances the
reductions to begin in fiscal year 2014. Directs the Secretary to develop a metlxodology

for reducing federal DSH allounents to aII states in order to achieve the mandated
reductions. Extends tltrough FY 2013 tlæ federal DSH allotment for a state that has a $0
allottnent after FY 201I.

Subtitle H - Improved Coordination for Ðual Eligible
Beneficiaries

Section 2601- 5 year period for Demonstration projecfsi' ' r,,r,,,

This section clarifies the Medicaid demonstration authoríty for coofdinating care for dual
eligibles may be as long as five years. ,. 

, - '':,,:,,,,,,

Section 2602 - Providing Federal Coverage.and, layment Coordination,:f-or.Dual
Eligible Benefïciaries , , ., _..:. 

- rr-

Establishes a new office in CMS, the Federal Coordinátéd Health Care Office for Dual
Eligible Beneficiaries. The office wóuld be tasked with improving programmatic and
regulatory coordination between Medica¡e and lvledicaid, improving access to services,
and increasing dual eligible enrollee satisfãction, '' :.,r , 

,

i. .- . :, 1. . ,,i . , .. ...;.

Subtitle I - Improui?g:,the Quality ,ot Mèdie'ài¡id for Patients and
Providers ,,ii" "'iijii,, 'ì /':

.,i irì:i.¡ , i i,ì '1..
Section 270L Adult Heâlth Quâlity Measures jl,:í'

The Secret{ywout{ creatä:pröcedurbs,lq identify health care quality measurements for
Medicaid-e-1í$ibtre adul¡s similar,to the próiedures already underway for children. The
Secretari'would alsciiestab.lish þrocedur.es for and provide grants to states to collect and
volqntarily^,¡eport health'gare qualityidáta for Medicaid-eligible adults. The Secrerary in
consultatigri with states, vùoufd be required to identify specific preventable health care
acquired cciäditions and wöuld prohibit payments foi services related to such conditions.,:')

'i : t'. .:-ii
Section 2702 - Pay¡4e¡t Adjustment for Health Care-Acquired Conditions
Effective 7/1/11*oùlalitottibit payments to states for Medicaid services related to health
care acquired conditions.

Section 2703 - State Option to Provide Health Homes for Enrollees with Chronic
Conditions
Establishes a Medicaid state plan option, beginning January 1,2011, for individuals with
chronic conditions to designate a "health home" to coordinate the delivery of their health
care. Eligible individuals are people eligible for Medicaid who either have at least 2
chronic conditions; have 1 ch¡onic condition and are at risk for having a second chronic
condition; or who have a serious and persistent mental health condition. Chronic
conditions will be defined by HHS, but must include: A mental health condition,
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substance use disorder, asthma, diabetes, hea¡t disease, or overweighlobesity (as

evidenced by having a Body Mass Index over 25).

The health home can be a designated provider, a team of health care professionals
operating with such a provider, or a health team, provided that the health home meets

standards established by HHS. These could include: physician, clinical practice or
clinical group practice, rural clinic, community health center, community mental health
center, home health agency, or any other entity or provider (including pediatricians,
gynecologists, and obstetricians) that meets state and federal requirements to act as a

health home' 
. 

,:,.;,.

Services provided by the health home include: comprehensiv¿'ðâre management; care
coordination and health promotion; comprehensive transitioiial (þe, including
appropriate follow-up, from inpatient to other settings; pãtient arìdiiamily support
(including authorized representatives); referral to co¡CIm-unity and socíal support services,
if relevant; and use of health information technolo-gy to link services, as,feasible and
appropriate .. ' , 'r

...,..''.
For the first 8 quarters that a state establishes this option, it will receive 907o FMAP for
those services. After the first 8 quarters, services will be'pald at the regular state FMAP.
The section establishes planning grants,'mat-ched at the statéis-regular FMAP, to assist
states develop an amendment to implement this option. Additiona'lly, HHS is directed to
evaluate this program through an independent entity. ¿i"'

Section 2704 - Demonstration Project to Evaluate Integrated Care Around a

Hospitalization
Directs the Secretæy:to establish a demonstration project to evaluate the use of bundled
payments for the provisioii:of integrated gare fg¡ a Medicaid beneficiary: (1) with respect
to an episode of care that inciudes a hospitálization; and (2) for concurrent physicians
services proVided during a hospitalization.

Section 27Q5 - Medicaid Global PSyment System Demonstration Project

Establishes â demonstration projeit, in coordination with the CMS Innovation Center, in
up to five States that wouldìallow participating States to adjust their cur¡ent payment
structure for safety net hospitals from a fee-for-service model to a global capitated
payment structure.

Section 2706 - Pediatric Accountable Care Organization Demonstration Project
Establishes a demonstration project that allows qualified pediatric providers to be
recognized and receive payments as Accountable Care Organizations (ACO) under
Medicaid. The pediatric ACO would be required to meet certain performance guidelines.
Pediatric ACOs that met these guidelines and provided services at a lower cost would
share in those savings.
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Section 2707 - Medicaid Emergency Psychiatric Demonstration Project

Requires the Secretary of HHS to establish a three-year Medicaid demonstration project

in up to eight States. Participating States would be required to reimburse certain

institutions for mental disease (IMDs) for services provided to Medicaid beneficiaries
between the ages of 21 and 65 who are in need of medical assistance to stabilize an

emergency psychiatric condition.

Subtitle K - Protections for American Indians and Alaska
Natives _ ::. :

Section 2901- Spccial Rules Relating to Indians

Requires no cost sharing in the state exchanges for lndians'withtinc_gme at or below
300 Vo of poverty and health programs operated by thq,Indian Health:Service, Indian
tribes, tribal organizations, Urban Indian organizations ôhall be the pay-e1,,of last resort for
services provided to eligible individuals.

-':1"--. :.-. ..:.-

TTTLE |V-PREVENTION OF CHRONfC DISEASE AND
IMPROVING PUBLIC HqALTH '',::.i,,

I i:i t' .' 
'

S u b t i t I e B-l n c r e a s i n g A cce$:' tö-,;C I i n i c a t P i èv e n t i v e Services
Section 4101, - School-based health centers. (às môdi$e-d þy Sec. 10402)
Requires the Secretary to,establish a program.to äward grants to eligible entities to

support the operation g! sdhoolibased health,cênters.

,ri¡i,, 'i'ii i:,
Section 4102 - Orat heàlthcare'$revention activities.
Requires the Secretary, ac!íng,thibügh,the.Di¡eðtor of CDC, to carry out oral health

activities, inclúding (t) 
"stab-üshiltàinaiioäai 

pubiic education campaign that is focused

on oral héalih care þreve¡rtioriänd,education; (2) awarding demonstration grants for
research,.based denial ôarieç Oiseädê;mañagement activities; (3) awarding gruntt for the

à""ei;pment_of school-baçeq dentallsealant programs; and (4) entering inó cooperative

agreementì,with state, territòiial, and Indian tribes or tribal organizations for oral health

data collectioh,and interpretation, a delivery system for oral health, and science-based

pro grams to imþròvepraf héatth
.;.,.11,, ',.t '

Requires the Secretaryto: (1) update and improve the Pregnancy Risk Assessment

Monitoring System as it relates to oral health care; (2) develop oral health care

components for inclusion in the National Health and Nutrition Examination Survey; and

(3) ensure that the Medical Expenditures Panel Survey by AHRQ includes the

verification of dental utilization, expenditure, and coverage findings through conduct of a
look-back analysis.
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Section 4106 - Improving Access to Preventive Services for Eligible Adults in
Medicaid
Beginning January 1,2013, the state option for diagnostic, screening, preventive and

rehabilitation services are expanded to include any clinical preventive services that are

assigned a grade of A or B by the United States Preventive Services Task Force and adult
vaccines recommended by the Advisory Comrnittee on Immunization practices, and the

administration of those adult vaccines. States that elect to cover these services, and that
do not require cost-sharing for the services, wili receive a lVo FMAP increase for
preventive services and for the tobacco cessation services described in Sec. 4101.

Section 41,07 -Coverage of Comprehensive Tobacco Cessatiori"services for
t -r...Pregnant Women in Medicaid

Beginning October 1, 2010, States are required to cover comprehensive tobacco cessation

services for pregnant women in Medicaid. Comprehensiïe tobacóö:Ces_sation services ale
defined as diagnostic, therapy, and counseling services and þharmacötherapy (including
the coverage ofprescription and nonprescription tobacco cessation agentö;approved by
the Food and Drug Administration) for cessatiori:of tobaccb use by pregnañlivomen.
The services are limited to ones recommended foi pl-egn4nt women in "Treating Tobacco
Use and Dependence: 2008 Update: A Clinical Practicê'Guideline', published by the
Public Health Service (or to any servi'ces, included in update$ versions of that publication).
States would not be permitted to requiTe eos-t sharing for theïes_ervices.

(i , .--..-
i; . :

Section 4108 - Incentives for Prevention- of Chronic Diseqseb in Medicaid.

Requires the Secretar{ 
!q¡?:ry.q$ 

grants-to stâted to carry gut initiatives to provide
incentives to Medicaid:benêficiaries who participate in programs to lower health risk and

demonstrate changgp, in tr"¿ttt tisk and oot.o*qi.
',,1; .;l :j'"

Trr L E 
. 

V l.T,$ A N S îAR,E 
N çY jAN D P R O G R AM I NT E G R lrY

Subtitle E-Medica¡e, MeQlcaid, and CHIP Program Integrity
Provisions ' r' ,,, ìi 

¡1r:

Section 640lr,t Provider sc¡eeninþ and other enrollment requirements under
Medicare, Mõùicaid, andiC¡n (as modified by Sec. 10603)
Amends Medicâreto req-rriie the Secretary to: (1) establish procedures for screening
providers and supþlieis pâiticipating in Medicare, Medicaid, and CHIP; and (2)

determine the level cif screening according to the risk of fraud, waste, and abuse with
respect to each categ"òry of provider or supplier.

Requires providers and suppliers applying for enrollment or revalidation of enrollment in
Medicare, Medicaid, or CHIP to disclose current or previous affiliations with any
provider or supplier that: (1) has uncollected debt; (2) has had its payments suspended;
(3) has been excluded from participating in a federal health care program; or (4) has had
billing privileges revoked. Authorizes the Secretary to deny enrollment in a program if
these affiliations pose an undue risk to it.

t7



Requires providers and suppliers to establish a compliance program containing specified
core elements.

Directs the CMS Administrator to establish a process for making avaiiable to each state

agency with responsibility for administering a state Medicaid plan or a child health plan
under SSA title XXI the identity of any provider or supplier under Medicare or CH.IP
who is terminated

Section 6402 - Enhanced Medicare and Medicaid program integrity provisions.

Requires ClvlS to include in the integrated data repository claims,and payment data from
Medicare, Medicaid, CHIP, and health-related programs administöfedby the
Departments of Veterans Affairs (VA) and DOD, the Social.Sëcgrity Administration, and

IHS. .,;ìj" "':-,1', 
.

"r' ,. :,r.1:."

Directs the Secretary to enter into data-sharing agreements with the Commissioner of
Social Security, the VA and DOD Secretaries, and the IHS Director to help identity
fraud, waste, and abuse.

Requires that overpayments be reported and returned within 60 days from the date the
overpayment was identified or by the date a corresponding cost report was due,

whichever is later.

Di¡ects the Secretary to issue a regulation requiring all Medicare, Medicaid, and CHIP
providers to include their National Provider Identifier on en¡ollment applications.

Authorizes the Secreta¡y to withhold the federal matching payment to states for medical
assistance expenditures whenever a state does not report enrollee encounter data in a
timely manner to the state's Medicaid Management Information System.

Authorizes the Secretary to exclude providers and suppliers participation in any federal
health care program for providing false information on any application to enroll or
participate.

Subjects to civil monetary penalties excluded individuals who: (1) order or prescribe an

item or service; (2) make false statements on applications or contracts to participate in a
federal health care program; or (3) know of an overpayment and do not return it. Subjects
the latter offense to civil monetary penalties of up to $50,000 or triple the total amount of
the claim involved.

Authorizes the Secretary to issue subpoenas and require the attendance and testimony of
witnesses and the production of any other evidence that relates to matters under
investigation or in question.

Requires the Secretary take into account the volume of billing for a durable medical
equipment (DME) supplier or home health agency when determining the size of the
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supplier's and agency's surety bond. Authorizes the Secretily to require other providers
and suppliers to post a surety bond if the Secretary considers them to be at risk.

Authorizes the Secretary to suspend payments to a provider or supplier pending a fraud
investigation.

Appropriates an additional $10 million, adjusted for inflation, to the Health Care Fraud
and Abuse Control each of FY201 l-FY2020. Applies inflation adjustments as well to
Medicare Integrity Pro gram funding.

Requires the Medicaid Integrity Program and Program contractors to provide the
Secretary and the HHS Office of Inspector General with performance statistics, including
the number and amount of overpayments recovered, the number of fraud refer¡als, and
the return on investment for such activities. 

_ ::. '.''-'''.'
Section 6403 - Elimination of duplication between the Healthcare Intègrity and
Protection Data Bank and the National Practïtio:rer Dáta- Bank. :: - ,

Requires the Secretary to furnish the National Practitlo.ne¡ Data Bank (NPD.B) with all
informatibn reported to the national health care fraud and abuse data collection program
on certain final adverse actions taken against heatth ç¿¡s þi,oïders, suppliers, and
practitioners. . ,,. r,,i-

' ' ' ' ,'-' - :.;'-

Requires the Secreta¡y to establish a proie.ss to tgrmiùate. the Healthcare
Protection Databank (HIPDB).and ensure tþ4¡ the infoimation formerly

-^^"ì:i,,r i,i , :. .r"
transferred to the NPDB"j ì i' I ll¡

Integrity and
collected in it is

Subtitle

ipation under Medicaid if terminated

*reú Ve¿ic4id programJ if iþ"y *"ié t"ttninated from Medicare or another state's
Medicaid propr.qgrlm. ,i'. :t

,,
Section 6502 - Meitjcaid.éiclusion from participation relating to certain
ownership,controii,añd inanagement affiliations
Requires Medicaid agencies to exclude individuals or entities from participating in
Medicaid for a specified period of time if the entity or individual owns, controls, or
manages an entity that:

1. Has failed to repay overpayments during a specified period;
2. Is suspended, excluded, or terminated from participation in any Medicaid

program; or
3. Is affiliated with an individual or entity that has been suspended, excluded, or

terminated from Medicaid participation.

I!,tedicai d Þì.og ram I nteg rity P rovi si o n s
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Section 6503 - Billing agents, clearinghouses, or other alternate payees required to
register under Medicaid
Requires state Medicaid plans to require any billing agents, clearinghouses, or other
alternate payees that submit claims on behalf of health care providers to register with the

state and the Secretary.

Section 6504 - Requirement to report expanded set of data elements under MMIS to
detect fraud and abuse.

Requires states to submit data elements from the state mechanized claims processing and

information retrieval system (under the Medicaid Statistical lnformation System) that the

Secretary determines necessary for program integrity, program"oversight, and

administration

Requires a Medicaid managed care entity contract to provide for mãintenance of
suffîcient patient encounter data to identify the phygician who delivels::Services to
patients (as under current law) at a frequency and level of detail to be spec-ified by the
Secretary. I,rl. 

',','' ,, 
-:r-

Section 6505 - Prohibition on payments to institutiônC-'ãr entities located outside of
the United States

Requires a state Medicaid plan to prohiþi! thq state from mâking any payments for items
or services under a Medicaid state plan br à waiver,to any finänCiäl institution or entity
located outside of the United States. ; ,: , " ' 

'. 
,.,..t-

determination of the amôunt of tlib ou"rpuy*"ni hás not been determined due to an

ongoing judicial or a¿miiiidt{?dtéþiþç,e¡q,,W, þen overpayments due to fraud are pending,
State repaymentsrof the Federal portion'woüld not be due until 30 days after the date of

Section 6506 - O ':i

Extends the period foijStates tõlilepay ouetpuynp"nts to one year when a final

the final:judgment.

Section OSOZ - Mandatofy State ,rðO of national correct coding initiative
Requires statè mechanized Medicaid claims processing and information retrieval systems
to incorporate mèthodologies compatible with Medicare's National Correct Coding
Initiative.

Section 6508 - Geneial effective date
Except as otherwise provided, the effective date for Subtitle F (Additional Medicaid
Program Integrity Provisions) is January 1,2011, with a delay if state legislation is
necessary. If legislation is necessary, states must come into compliance by the first day
of the first calendar quarter beginning after the close of the first regular session of the
State legislature that begins after the date of enactment (The bill was enacted on March
23,2010).
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